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THE MMPI-A: A DIAGNOSTIC TOOL
FOR ADHD ADOLESCENTS

Harry J. Marshall, Ed.D.
Western Michigan University, 1996

This research investigated the utility of the Minnesota Multiphasic Personality
Inventory-Adolescent (MMPI-A) as an instrument in the diagnosis of adolescents with
Attention Deficit Hyperactivity Disorder (ADHD). Subjects were 32 male and 12
female adolescents between the ages of 14 and 18 who presented for evaluation
and/or treatment for ADHD in one of three privately operated mental health clinics
in a large, industrial, midwestem state. Upon establishment of the diagnosis by a
psychologist who specializes in the area of ADHD, the subjects were invited to
participate in the study and complete the MMPI-A. A correlational research design
was used which compared the results of the MMPI-A of the ADHD adolescents with
the normative data sample from the MMPI Restandardization and Adolescent Project,
1992.
Statistically significant elevations were noted on 45 of the 65 subscales for the
32 male subjects. Statistically significant elevations were noted on 27 of 65 subscales
for the 12 female subjects. Clinical elevation was observed on scales 4, 9, Pal,
Mai, A-con, A-sch, MAC-R and PRO for male subjects and scales 3, 4, D4, Hy3,
Pd2, A-sch, MAC-R and PRO for female subjects, indicating that the MMPI-A could
be used to help identity ADHD adolescents.
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CHAPTER I

THE PROBLEM AND ITS BACKGROUND

Background of the Problem

Attention Deficit Hyperactivity Disorder (ADHD) with and without
hyperactivity is one of the most widely used diagnoses in Michigan (Michigan
Controlled Substances Advisory Commission, 1991). ADHD is reported to affect
between three and five percent of school-age children in the U.S. (Diagnostic and
Statistical Manual, 4th Edition, DSM-IV, 1994).

In addition to the ADHD

symptoms, a variety of other symptoms may occur concurrently with ADHD
resulting in other diagnoses such as Conduct Disorder (CD) or Oppositional
Defiant Disorder (ODD) (Campbell, 1992). The 1994 DSM-IV has recognized
this difficulty by placing ADHD in the category of Disruptive Behavior Disorders
along with CD and ODD. Other disorders which are often mistaken for ADHD
include Anxiety Disorders, Depressive or Mood Disorders, and Tourette
Syndrome (Campbell, 1992; Barkley, 1990).
The differential diagnosis of this disorder takes on significant meaning
when developing treatment considerations, including both counseling and
medication decisions. Differential diagnosis is indeed of critical importance in

1
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treating disordered children. The most common form of treatment for individuals
diagnosed with Attention Deficit Disorder involves both counseling and a
medication regimen. Research to date indicates that psychostimulant medication
such as methylphenidate (Ritalin) is the most widely used intervention technique
in the treatment of Attention Deficit Hyperactivity Disorder (Barkley, 1990).
For example, the prevalence of the ADHD diagnosis in Michigan has
resulted in that state’s being ranked number one in the nation in the consumption
of grams of psychostimulant medication such as methylphenidate per 100,000
population (Michigan Controlled Substances Advisory Commission, 1991).
Nationwide, more children receive Ritalin to treat this disorder than any other
childhood disorder; their number is estimated to be over 600,000 children
annually, or between one and two percent of the elementary school-age population
(Safer & Krager, 1983). More recently there has been an increase in its use by
teenagers as well (Safer & Krager, 1988).
The increase in the prescription of Ritalin to treat attention deficit
symptoms makes it extremely important to ensure that the diagnosis is accurate.
The relevance of this increase to the present discussion of ADHD diagnosis has
to do with the potential negative treatment effects which concurrent anxiety or a
depressive condition may present (Pliszka, 1987). Rapoport (1974) conducted a
study in which imipramine (Tofranil) and methylphenidate were used to treat
symptoms of hyperactivity.

To assess drug effect, physician-, teacher-, and
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parent-rating scales were used. On the Parent and Teacher Conners Scale, both
drugs were effective in reducing the hyperactivity scores, but there were no effects
on the conduct or anxiety factors. The methylphenidate group was superior to the
imipramine group in performance on a maze test and Kagan’s Matching Familiar
Figures Test, and an improvement was noted on objective test functioning and
classroom behavior.
Children who showed the most improvement on cognitive testing with
imipramine were earlier identified as the most anxious and inhibited. Children
whose cognitive testing scores deteriorated on imipramine were all above the
median on the conduct-disorder scale. This study demonstrated that there were
response differences to medication in diagnosed ADHD children, and it was the
concurrent symptomatology which helped determine the outcome. For instance,
the ADHD child who was also highly anxious responded differendy from the
conduct-disordered ADHD child.
Investigating the results of other studies, Pliszka (1987) concluded that the
highly anxious child with ADHD may respond better to imipramine or another
tricyclic, whereas the ADHD child with more conduct-disordered symptoms may
deteriorate.

Tricyclics are also superior to methylphenidate treatment in the

treatment of mood disorders with ADHD children.
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4
Statement of the Problem

The foregoing implications concerning differential diagnosis and treatment
modality are the focus of the present study. Different professional groups may
tend to focus on and treat the symptoms of ADHD in different ways.

For

instance, the educational community may treat ADHD specifically as a learning
disability, overlooking medication or the underlying emotional aspects.

The

medical community may treat the biological aspects, but overlook other concurrent
aspects such as school-related learning difficulties or social problems.

The

psychological community may treat the underlying emotional or social difficulties
or focus specifically on the ADHD, ignoring medical considerations or other
concurrent emotional factors.
Another major concern in the diagnosis of ADHD is the treatment methods
that are considered for the management of the symptoms. In making an effective
intervention, medication may be a consideration and it is very important to
differentiate between ADHD and an anxiety disorder, an affective disorder such
as depression and/or manic disorder, and a psychotic disorder.

These other

disorders can be effectively treated, but oftentimes the concurrent ADHD is
ignored and goes without treatment, whereas both can be treated simultaneously
(Campbell, 1992).
The purpose o f this research is to determine what personality characteristics
are presented by ADHD diagnosed adolescents as measured on the Minnesota
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Multiphasic Personality Inventory for Adolescents (MMPI-A), and whether these
adolescents differ in some significant ways from a normative group of children.
The ADHD children sampled were voluntary clinic-referred adolescents whose
parents were requesting treatment or an evaluation to determine the ADHD
diagnosis.
A goal of this study is to encourage expanded use of the MMPI-A and also
to develop profile characteristics which may help in identifying ADHD youth and
in differentially diagnosing them from adolescents with other presenting problems.
At present there are no MMPI-A code types which specifically identify the
manifestations of the Attention Deficit Hyperactivity Disorders, with or without
hyperactivity.

Significance of the Study

The principal significance of this study lies in the fact that since MMPI-A
has never been used in identifying characteristics of ADHD youth, this work may
open up possibilities for further research into adult characteristics as measured by
the MMPI-2. Another significant aspect of this study is its demonstration that
adolescents who are not initially referred as Attention Deficit Hyperactivity
Disordered, and may have been overlooked, should benefit from the investigation
of code profiles which may identify them as ADHD adolescents. Additionally,
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6
youth who may have been initially referred for an ADHD evaluation, but who
may have other symptoms, may be identified through the use of this instrument.

Definition of Terms

For purposes of the present research, the following definitions are
accepted:
Anxiety Disorder: Anxiety Disorder as defined by the Diagnostic and
Statistical Manual o f Mental Disorders-4th Edition (DSM-IV American Psychiatric
Association, 1994) presents with excessive anxiety and worry, with difficulty in
controlling the worry, additional symptoms may include restlessness, becoming
easily fatigued, difficulty with concentration, and disturbed sleep.
Attention-Deficit Hyperactivity Disorder (ADHD): ADHD, as defined by
the Diagnostic and Statistical Manual of Mental Disorders-4th Edition (DSM-IV,
American Psychiatric Association, 1994) is a persistent pattern of inattention
and/or hyperactivity-impulsivity that is more consistent and severe than one would
typically expect to be exhibited by individuals at a comparable development stage.
Conduct Disorder (CD): CD, as defined by the Diagnostic and Statistical
Manual of Mental Disorders-4th Edition (DSM-IV, American Psychiatric
Association, 1994) is a persistent pattern of behavior in which the rights of others
or major age-appropriate societal norms are violated.
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Depressive Disorder: This illness is characterized by subjective feelings
of dysphoric mood, loss of interest in pleasurable activities, decreased activity,
irritability or excessive feelings of anger.
Hyperactivity: Excessive amounts of activity or restlessness inappropriate
for the age group of the individual, including fidgeting, restless activity and vocal
excessiveness.
Impulsiveness: An inability to delay one’s desires and demands, and of
acting out without considering the consequences of one’s actions relative to the
developmental levels of same-aged peers.
Inattention: An inability to sustain attention to a specific task or situation
which may present multiple problems with alertness or distractibility.
Learning Disability:

A significant impairment in one’s academic

achievement relative to the ability level when compared to achievement scores.
Oppositional Defiant Disorder (ODD): ODD, as defined by the Diagnostic
and Statistical Manual of Mental Disorders-4th Edition (DSM-IV, American
Psychiatric Association, 1994) a recurrent pattern of negativistic, defiant,
disobedient, and hostile behavior toward authority figures that lasts for a period
of at least six months.

Research Questions

Three research questions are involved in this study.
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1. How do the personality characteristics of ADHD diagnosed adolescents
differ from those of non-ADHD diagnosed youth?
2. What specific profile codings in the MMPI-A are associated with the
diagnosis of ADHD?
3.

How can the MMPI-A be used to identify ADHD youth and

differentiate other concurrent diagnoses?

Overview of the Study

Attention Deficit Hyperactivity Disorder in adolescents often present with
a variety of difficulties involving hyperactivity, inattention, and impulsiveness.
In addition to the behaviors specific to the diagnosis other concurrent diagnostic
symptomatology may also be present, such as Anxiety Disorders, Depression or
Mood Disorders, Tourette’s Syndrome, Conduct Disorder, and Oppositional
Defiant Disorders. The difficulties of differentially diagnosing ADHD provide the
impetus for this study.
Many studies have been conducted over the last 20 years which attempt to
clearly define this disorder and differentiate it from other similar disorders. An
appropriate diagnosis is obviously of critical importance, since diagnosis will
dictate treatment strategies to be employed. The use of various psychological
testing instruments to help in the diagnosis of this disorder has been widely
reported, but the MMPI-A has never been used as an instrument to diagnose
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Attention Deficit Hyperactivity Disorder. This study will attempt to identify code
types which may be helpful in making that diagnosis.
In the second chapter, the professional literature concerning ADHD will
be reviewed.

Significant studies reporting historical perspectives, diagnostic

considerations, definition of symptomatology, and treatment considerations will
be surveyed.
The third chapter will describe the study’s research design, operational
definitions, means for collecting data, and subsequent analysis.
The fourth chapter will describe and summarize the data.
The fifth chapter will discuss the research questions and the implications
of the data presented, for diagnostic purposes. This study has the potential to
provide significant information concerning the differential diagnosis of ADHD.
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CHAPTER n

HISTORY

Initial Development of the ADHD Diagnosis (1900-1920)

The diagnosis of this disorder can trace its genesis to the early 1900’s,
when two physicians, George Still and Alfred Tredgold, began to focus attention
on a condition which was similar to what we now know to be Attention Deficit
Hyperactivity Disorder (Barkley, R.A., 1990).

Still (1902) believed that this

condition was neurological or biological in nature, noting that he had
approximately 20 children in his clinical practice who displayed symptoms such
as aggressiveness, defiance, impaired attention, and hyperactivity. These children
were from homes which were both chaotic and normal, and it was for this reason
that he suspected a biological basis. Tredgold (1908) postulated a theory of early,
mild, and undetected neurological damage to explain conditions detected later than
age eight, stressing that any abnormal biological event might trigger these
symptoms.
This view gained wide acceptance when, in 1917-1918, an encephalitis
epidemic occurred in North America and many children who survived began to
exhibit symptoms of impaired attention, difficulty in controlling activity level, and

10
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difficulties in impulse control (Cantwell, 1981; Stewart, 1970). Other concurrent
symptoms such as oppositional defiant disorder and conduct problems were also
noted. This disorder was labeled "postencephalitic behavior disorder," and many
of the children who were so labeled were referred for care outside of the home
to help address their special educational and behavioral needs.

Alternative Explanations (1920-1950’s)

The period from 1920 to the 1950’s continued to focus upon brain disease
as a causal factor in these behavioral presentations. Such events as birth trauma
(Shirley, 1939), infections such as measles (Meyer & Byers, 1952), and head
injury (Blau, 1936) were put forward as responsible agents.

During this time

period terms such as "organic drivenness" (Kahn & Cohen, 1934) and
"restlessness syndrome" (Childres, 1935; Leven, 1938) were introduced to
describe this phenomenon. Treatment considerations dealing with medication for
these behavioral manifestations were being widely reported (Bradley, 1937;
Bradley & Bowen, 1940). The research at that time indicated that amphetamines
were very effective in increasing academic performance and reducing the
presentation of disruptive behavior.

In 1957 the term "hyperkinetic impulse

disorder" was introduced by Laufer, Denhoff, and Solomons. The importance of
this research lay in its suggestion that a more specific process might be
responsible for hyperactivity, e.g., cortical overstimulation.
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12
Hyperactivity/Criterion (1960-1970’s)

In 1960, Stella Chess presented the term "hyperactive child syndrome,"
defining the hyperactive child as "one who carries out activities at a higher than
normal rate of speed than the average child, or who is constantly in motion, or
both” (Chess, 1960, p. 2379). The importance of this paper lay in discarding the
idea of brain damage as a necessary condition for the presentation of these
symptoms. In addition to this concept it identified three other aspects which were
significant for the interpretation of this disorder.

It identified activity as a

defining feature, as well as the need to consider objective evidence of the presence
of this disorder, and not exclusively the reports of parents or teachers. It also
tended to remove blame from the parents for the presentation of the hyperactive
child syndrome. Werry and Sprague (1970) postulated that hyperactivity was a
behavioral syndrome that may arise from an organic cause, but that it could also
present without evidence of such cause.
The decade of the seventies witnessed a significant rise in the number of
studies in this area, by both the medical and psychological communities,
numbering over 2,000 during that time (Barkley, 1990). It was during this period
that other associated behavioral symptoms were identified as among the defining
features of this disorder, such as impulsivity, short attention span, low frustration
tolerance, distractibility, and aggressiveness (Marwitt & Stenner, 1972). This
shift away from an exclusive focus on hyperactivity as the only defining criterion
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and toward viewing the disorder as also having other behavioral correlates, such
as deficits in sustained attention and impulse control, helped account for children
who may not display the overt signs of hyperactivity (Douglas, 1972). Studies
indicated that hyperactive children were no more distractible than normal children,
that sustained attention problems could exist in situations where no significant
distractions were present, and that deficits in sustained attention and impulse
control may be more responsible for these problems than hyperactivity (Douglas,
1972). Follow-up studies during this period also indicated that the hyperactivity
of these children often diminished by their adolescent years, but that the problems
with impulse control and attention span persisted (Mendelson, Johnson, &
Stewart, 1971).

Attention Span Focus (1980’s-1990’s)

These findings, including impulse control and attention span problems,
were of such importance that in 1980 the American Psychiatric Association,
through the Diagnostic and Statistical Manual of Mental Disorders-3rd Edition
(DSM-EH, American Psychiatric Association, 1980), renamed this disorder
Attention Deficit Disorder (ADD). This shift helped to clarify that hyperactivity
was not specific to this disorder but was also seen in other psychiatric diagnoses
such as anxiety, mania, and some depressive syndromes.

It was also the

contemporary view that hyperactivity was not the most important determinant in
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diagnosing this disorder; impulsivity and inattention were equally as important.
Little in the way of empirical research had been done to validate the subtypes
identified by the DSM -m, thus opening the way for additional studies throughout
the 1980’s.
In the 1980’s research continued to better clarify, specify, and more clearly
define this disorder (Barkley, 1990). In order to accomplish this it was necessary
to define operationally what was meant by hyperactivity, impulsiveness, and
inattentiveness. In this way the diagnosis of ADHD could be differentiated from
other disorders which presented similar characteristics, and constructs could be
developed to measure this diagnosis.
The criteria for ADHD includes three main symptoms referred to as the
holy trinity of ADHD (Barkley, 1990): inattentiveness, impulsivity, and
hyperactivity.

Inattentiveness

Inattentiveness was operationally defined as "a marked inattention, relative
to normal children of the same age and sex" (Barkley, 1990, p. 40). Hale and
Lewis (1979) suggested that inattention can refer to multiple problems such as
alertness, distractibility, and sustained attention and/or attention span. Studies
which measured attention over time demonstrated that hyperactive children
initially performed as well as controls but over time their performance deteriorated
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(Cohen & Douglas, 1972).

Research to date suggests that there is much

disagreement concerning the distractibility construct of ADHD children. Some
studies suggest that ADHD children seem to be no more distractible than normal
children (Steinkamp, 1980).

Whereas other studies (Luke, 1985) found that

attention problems are more frequently seen in situations where the child is
expected to maintain attention to dull, repetitive tasks such as homework.
Inattentiveness is more readily apparent in activities in which the child is engaged
in tasks which have no special appeal, such as studying or chores, which are
repetitious in nature, as compared to other activities such as playing a game of
Nintendo or engaging in another enjoyable activity (Barkley, 1990).

The

inattentive construct then is related to an inability to maintain focused attention to
task over time and to a situational element associated with the interest of the child.
Descriptive labels typically associated with ADHD children to describe their
inattentive behaviors are:

"is easily distracted by other things happening,"

"forgetful," "doesn’t seem to listen," "fails to finish assigned tasks," "daydreams,"
"often loses things," "can’t concentrate," "changes from one uncompleted activity
to another," "is careless," and "needs constant reminders" (McCamey, 1989).
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Impulsiveness

Impulsiveness was operationally defined as "a deficiency in inhibiting
behavior in response to situational demands relative to children of the same mental
age and sex" (Barkley, 1990, p. 42). This behavior in children is often marked
by rapid responses to situations without considering the consequences, difficulties
in waiting their turn, and making careless errors because of their inability to take
their time and fully understand what is expected of them. Some studies have
indicated that impulsivity is closely related to hyperactivity (Milich & Kramer,
1985) and that it is difficult to differentiate one from the other. In factor analyses
of teacher rating data, an impulsivity factor has not been identified, but have
combined on factors such as hyperactivity, conduct problems, inattention, and peer
problems (Pelham, Atkins, & Murphy, 1981).

The Connors Rating Scales

(Goyette, Conners, Ulrich, 1978; Connors, 1989) show that the impulsivehyperactive scales are combined and form a perfect correlation on questions which
identify impulsive and hyperactive behaviors. Other studies (Barkley, DePaul, &
McMurray,

1990) report that the symptoms of impulsive behavior and

hyperactivity are most likely to discriminate ADHD children from normal children
and that a combination of these traits, which is the marker for this diagnosis, may
contribute greatly to problems of attention.

Descriptors which are usually

associated with a label of impulsiveness are" "is impatient," "gives up easily,"
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"interrupts others,"

"easily annoyed," and "makes unnecessary noise or

comments," (McCamey, 1989).

Hyperactivity

Hyperactivity, the third component in the diagnosis, was operationally
defined as "an excessive or developmentally inappropriate level of activity, be it
motor or vocal" (Barkley, 1990, p. 43). Restlessness, fidgeting, and generally
unnecessary gross bodily movements are commonplace (Stewart, Pitts, Craig, &
Dieruf, 1966). Hyperactive children often fidget in their seats, move about the
room, are unable to sit still, and may refer to themselves as restless (DSM-III,
American Psychiatric

Association,

1980).

Hinshaw

(1987) states that

hyperactivity is a secondary feature which may or may not accompany the
Attention Deficit diagnosis, and this would account for the category of Attention
Deficit Hyperactivity Disorder predominantly inattentive type which was
introduced in the Diagnostic and Statistical Manual of Mental Disorders-3rd
Edition-revised (DSM-III-R, American Psychiatric Association, 1987). Taylor
(1986) suggested that it is the pervasiveness of hyperactivity in different settings,
e.g., school and home, that distinguishes the ADHD child from other children.
Luk (1985) suggests that the ADHD child is unable to modulate hyperactive
behaviors to different situations, which differentiates them from the "normal
child." Descriptors which are typically used to label this behavior are: "appears
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restless," "cannot sit quietly, moves about while seated," "becomes overexcited
and cannot settle down," "bites fingernails," "spins or twirls objects," "always on
the go," and "tosses and turns all night," (McCamey, 1989).

ADHD and Other Related Disorders

Research in the 1980’s was also primarily focused upon developing
empirical evidence to measure the validity and reliability of the ADHD diagnosis.
In order to do so, it was important to differentiate this disorder from other
childhood psychiatric disorders (Rutter, 1989; Werry, 1988).
In

a

study

on

attention

deficits/hyperactivity

and

conduct

problems/aggression, Hinshaw (1987) demonstrated that children displaying
attention deficits/hyperactivity are often off task in situational classroom and
playroom settings, display cognitive and achievement deficits, and are not at risk
for

serious

adolescent

behavioral

problems,

whereas

the

conduct

problem/aggression group are more frequently on task in structured settings,
indicating a certain amount of voluntary control.

The families of conduct

problem/aggressive youth had more incidents of antisocial behaviors, family
hostility, and lower social/economic status. In a related study, Milich, Widiger,
and Landau (1987) attempted to identify symptoms which significantly
differentiate attention-deficit and conduct disorders using a conditional probability
procedure which measured the presence or absence of symptoms.
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No

differentiation was made in this study between the presence or absence of
hyperactivity under either diagnostic label.

Twenty-four children received a

diagnosis of ADHD, 20 children were identified as conduct disordered, and 10
children had a combination of both diagnoses.

The remaining 46 children

received another diagnosis, or the diagnosis was deferred. The authors discovered
that the ADHD symptoms "can’t sit still," "restless sleeper," "games unfinished,"
and "runs around," showed positive predictive power in identifying ADHD; the
symptom "easily distracted" was best described as an exclusion criterion, that is,
it occurred very frequently in the ADHD population but its absence helped to rule
out an ADHD diagnosis.

The conduct disorder symptoms "running away,"

"cruelty to animals," and "stealing" were shown to have positive predictive power
with a conduct disorder diagnosis while the absence of "stealing” demonstrated
that a conduct disorder was not present. The symptoms "lying" and "suspended"
were present in both diagnoses.

"Lying," however, had the most negative

predictor power, in that its absence tended to rule out a conduct disorder.

Differential Diagnoses

Much research has been undertaken to develop clearer guidelines for
diagnosis for the Disruptive Behavior diagnosis.

Studies on attention deficit

disorder and conduct and oppositional disorder have indicated that there may be
some correlation and overlap between the three diagnoses (Quay, 1979); however,
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an investigation studying referral sources and referral bias demonstrated that a
significant difference did exist between the children referred to mental health
settings and those children referred primarily from schools (Epstein, Shaywitz,
Shaywitz, & Wooiston, 1991).

ADHD and Learning Disabilities

Another area which requires a differential diagnosis of attentional problems
it that of learning disabilities. Learning disabilities are defined as a significant
impairment in academic achievement in terms of individual abilities compared to
achievement scores. There is much evidence to demonstrate that ADHD children
have cognitive deficits as a result of their attentional and hyperactive problems
(Barkley, 1990). Halperin, Gittelman, Klein, and Rudel (1984) estimate that nine
to ten percent of ADHD children have a learning disability; Shaywitz (1986)
discovered that ADHD eight year olds in Connecticut recorded an eleven percent
rate of concurrent learning disorders. In studies matching hyperactive children to
a control group not displaying such symptoms, significantly more children with
ADHD experience academic-achievement difficulties. These children are more
likely to perform poorly in arithmetic and reading, and to be behind their peers
in academic levels of achievement (Cantwell, 1978). While studies indicate that
there is a relationship between learning disabilities and ADHD, the specific nature
of this relationship is unclear (Epstein, Shaywitz, Shaywitz, & Wooiston, 1991).
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The Adolescent and ADHD

With the older child, the adolescent, the diagnostic issue takes on added
importance.

As children move from pre-pubescence to adolescence there is a

resultant decrease in their levels of hyperactivity and an improvement in their
attention span and impulse control (Barkley, 1990). Studies indicate that between
30 and 50 percent of adolescents who were diagnosed as ADHD children continue
to display symptoms which would identify them as Attention Deficit Hyperactivity
Disorder (Brown & Borden, 1986; Thorley, 1984). These children are likely to
have academic problems, to fail at least one grade in school (58 percent in the
Brown and Borden study), and to have a higher incidence of conduct problems.
Problems associated with hyperactive adolescents were recorded as poor
schoolwork, social difficulties with age-group peers, and family conflicts. An
interesting study by Loney, Kramer, and Milich (1981) indicated that the presence
of aggression at intake was the most reliable predictor of adolescent delinquency;
there was no indication whether these children carried a concurrent conduct
disorder diagnosis in addition to the hyperactive label at intake. An earlier study
by Weiss, Minde, and Werry (1971) evaluated previously diagnosed ADHD
children between the ages of 12 and 16, in a five year follow-up study.

The

authors discovered that hyperactivity was no longer the major complaint of the
parents. Restlessness was still present and seemed to be manifested as "fiddling
around with small objects at their desks," a variation on earlier presentations. The
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children were still described as distractible, which was the chief concern among
parents.
In one of the few studies of its kind which use the Minnesota Multiphasic
Personality Inventory (MMPI), Garfinkel and Klee (1985) studied 52 adolescents
and adults who had been previously diagnosed as ADHD, using a variety of
psychometric measures. The results of the study indicated that 37 percent of the
subjects met the criteria for ADHD, while 38 percent met the criteria for ADHD
residue type. A remaining group of 17 subjects from the initial pool comprised
the control group. The results indicated that the difference between the groups was
a significant elevation (t=70) on the psychopathic deviance scale and statistically
significant differences on the

"F,"

Hypochondriasis,

Psychasthenia and

Schizophrenia scales for the Residue Attention Deficit Disorder group, with more
incidence

of

anxiety.

There

was

no

prior

discrimination

between

hyperactive/aggressive adolescents and hyperactive/impulsive adolescents.
This study demonstrated that there were measurable differences between
the two groups. The study may have been stronger had consideration been made
between

the hyperactive/aggressive adolescents and hyperactive/impulsive

adolescents.
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Recent Research

Diagnosis

Before the development and release in 1987 of the Diagnostic and
Statistical Manual of Mental Disorders-4th Edition (DSM-IV, American
Psychiatric Association, 1994), the nature of the ADHD diagnosis was undergoing
continued scrutiny among professionals, which led to some major changes in the
diagnostic criteria as the scientific community attempted to develop valid and
reliable descriptors and research criteria for this disorder.
In 1987, the American Psychiatric Association revised the DSM-in and
developed the Diagnostic Statistical Manual of Mental Disorders, 3rd Editionrevised (DSM-m-R), which further revised the criteria for defining ADHD,
changing its name to Attention Deficit Hyperactivity Disorder (ADHD) and
relegating ADHD without hyperactivity to the category of Undifferentiated
Attention Deficit Disorder (UADD). ADHD was placed in a category labeled
Disruptive Behavior Disorders, along with Conduct Disorder and Oppositional
Defiant Disorder.

Attention Deficit Hyperactivity Disorder. Predominantly Inattentive Type

In 1994, the American Psychiatric Association revised the DSM-IH-R and
developed the Diagnostic Statistical Manual of Mental Disorders-4th Edition
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(DSM-IV). In so doing, the UADD diagnosis was changed to Attention Deficit
Hyperactivity Disorder, predominantly inattentive type. The category of ADHD,
predominantly inattentive type, does create diagnostic difficulty and additional
overlap with oppositional defiant disorder; it is also more difficult to identify and
diagnose (Campbell, 1992). Most individuals who have ADHD, predominantly
inattentive type, present with non-aggressive, passive, non-boisterous behavior
patterns; they may also be lethargic, inattentive, disorganized, disordered,
forgetful, and easily distracted (Campbell, 1992). ADHD children are more likely
to demonstrate problems with immaturity, making loud noises, fidgeting,
disturbing others, turning in "messy" schoolwork, and demonstrating irresponsible
conduct. By comparison, ADHD, predominantly inattentive type children appear
to be "lost, or in a fog," confused, daydreaming, and presenting as apathetic or
unmotivated (Barkley, DuPaul, & McMurry, 1990).

ADHD, predominantly

inattentive type children have fewer problems with off-task behavior during a
vigilance task, perform significantly worse on the coding subtest of the Wechsler
Intelligence Scale for Children-Revised (WISC-R), and have greater problems on
a measure of consistent retrieval of verbal information from memory than children
who are ADHD. ADHD, predominantly inattentive type children showed fewer
aggressive traits, fewer impulsive behaviors, and less overactivity both at home
and at school than ADHD children, and fewer reported peer problems than their
ADHD counterparts (Barkley, DuPaul, & McMurry, 1990).

Factor analytic

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

studies which were conducted with 177 subjects who were rated on the DSM-EH-R
criteria indicated that the 14 items combined on two factors, those being
hyperactive-impulsive and inattentive-disorganized (Costello, Edelbrock, Kalas,
& Dunkin, 1984). Lahey (1988) did a cluster analytic study of the three factors
of ADHD from a "best estimate" of clinicians’ ratings, those being inattentiondisorganization, motor hyperactivity-impulsivity, and sluggish tempo.

His

findings were that of the two profiles identified, one was high on inattentiondisorganization and motor hyperactivity-impulsivity but low on the sluggishdrowsy factor, which most resembled ADHD; while the second profile, which was
low on motor hyperactivity-impulsivity but high on the inattention-disorganization
and sluggish-drowsy factors most resembling ADHD, predominantly inattentive
type, produced significant loadings on his analysis. Furthermore, not only did
these two profiles resemble the two forms of ADHD, with and without
hyperactivity, but 75 percent of the children who had been independently given
the diagnosis of ADHD, predominantly inattentive type fell into the first cluster,
while 95 percent of the children given the diagnosis of ADHD, predominantly
inattentive type fell into the second cluster. Lahey and Carlson (1991) suggest
that, based upon the recent studies, it is reasonable to conclude that two distinct
syndromes of ADHD, with and without hyperactivity, should be considered.
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Difficulty in Diagnosis

A significant problem with the diagnosis of ADHD or ADHD
predominantly inattentive type in the adolescent youth is to determine whether the
presenting problems originated before the age of seven. This can be accomplished
by gathering a thorough history from a parent or caregiver who is familiar with
the developmental milestones of the youth and who has knowledge regarding the
types of behavior exhibited by the adolescent during childhood. Typically, as
babies they can be described as difficult and demanding, with chronic fussy,
irritable, and colicky behavior, with limited or irregular sleep patterns.

As

toddlers, they can be described as intensely impatient, with sudden and intense
temper tantrums whenever they do not get their way. These toddlers are typically
more curious than usual and "get into everything," and they are somewhat
accident prone, with an insatiable appetite for attention.

Enuresis, and less

frequently encopresis, also occur more frequently in ADHD children than in
normals (Campbell, 1991).

Interviews with the adolescent can be a valuable

adjunct in the assessment process (Barkley, 1990), not only for recollections of
past behavior but also for current descriptions. Hyperactive adolescents describe
themselves as "saying things without thinking," "quick-tempered," "irritable,"
"resdess," "overtalkative," "impatient," "reckless," and "full of more energy than
their peers" (Stewart, Mendelson, & Johnson, 1973). School reports of behavioral
manifestations and teacher comments such as "fails to complete assigned work,"
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"does not work up to his or her ability," and "disturbs others" are often important
indicators which, as well as revealing an existing pattern of inattention, task
incompletion, and behavioral problems, can be an excellent tool to help identify
the presence of ADHD (Campbell, 1991). Barkley (1990) indicates that some
hyperactive symptoms may be diminished by the time a child reaches adolescence,
but that a diagnosis of UADD is still valid inasmuch as the two other criteria,
inattentiveness and impulsivity, may still be present.

Contemporary Theories

The contemporary view of ADHD from current literature and research
tends to support the concept of a broad-based disorder which has both a biological
and an environmental basis. There appears to be a greater incidence in genetically
related individuals, supporting the view that it is a hereditary disorder, and a
greater incidence in parents who are depressed or alcoholic (Cantwell, 1972).
Cantwell also reports that parents who are diagnosed as Conduct Disordered or
who have Anti-Social Personality Disorder are more likely to have children
diagnosed as ADHD (Cantwell, 1972). In a 1989 survey in Ontario, Canada, the
prevalence of ADHD was found to be nine percent in boys and about three
percent in girls (Szatmari, Offord, & Boyle, 1989).

Some researchers have

suggested that the higher ratio of boys to girls is the result of referral bias, in that
boys may display more aggressive and disruptive behaviors than girls and
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therefore present for treatment more often (Barkley, 1990).

A 1989 Emory

University study found that clinic-referred girls presented with symptoms of social
withdrawal, anxiety, and depression (Brown, Abramowitz, Madan-Swan,
Eckstrand, & Dulcan, 1989).
It is estimated that approximately 70 percent of children who are diagnosed
as ADHD will outgrow this disorder when they reach adolescence, with the
remaining 30 percent still exhibiting some symptoms, although to a lesser extent
(Barkley, 1990). Among those adolescents who meet the criteria for ADHD,
there is much co-morbidity with other disruptive behavior disorders such as
Oppositional Defiant Disorder, which occurred in 59 percent of hyperactive
adolescents, and Conduct Disorders, which occurred in 43 percent of hyperactive
youth. It is unclear if there was an overlap among the three disorders in this
study (Barkley, Fischer, Edelbrock, & Smallish, 1990).
Age at onset of the disorder(s) is estimated to be before age four in about
50 percent of the cases, with most cases being recognized as the child enters
school (American Psychiatric Association, 1987). DSM-IV criteria suggest onset
before age seven.
Treatment Issues

Treatment considerations involve a multi-modal approach utilizing both
behavioral management and counseling as well as psychopharmaceutical
interventions.
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Counseling

Individual counseling treatment considerations typically involve some form
of cognitive or behavioral models which attempt to address the specific behavioral
presentations of the youth.

ADHD youth typically have difficulties in peer

relationships, aggression, conduct problems, oppositional defiant disorder, poor
self-esteem, and poor academic performance (Barkley, 1990).

Individual

counseling can help address these problems. While stimulant medication can be
effective and lead to improvements in behavior, a large percentage of ADHD
youth, 20 to 30 percent of school-age children may not show improvement
(Barkley, 1990), thus, counseling is very appropriate for this population of
children.
An especially effective method of treatment involves parent-training and
counseling (Barkley, 1990; Bain, 1991; Goldstein & Goldstein, 1992). Oftentimes
the difficulties of ADHD children impact strongly and negatively upon the family
unit causing much stress and frustration. A parental training model helps the
family function more directly with the presenting problem by focusing on parentchild interactions, helping the youth deal more effectively with their parents, and
helping the parents deal more effectively with their children.
In conclusion, the research clearly demonstrates that Attention Deficit
Hyperactivity Disorder is a disability which has a neurobiological basis which
affects between three and five percent of the population.

Attention Deficit
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Hyperactivity Disorder is characterized by three major symptoms: hyperactivity,
inattentiveness, and impulsivity.
As children move into adolescence, some of the hyperactive symptoms will
diminish, but as many as 30% of adolescents will continue to exhibit hyperactive
symptoms.
Treatment considerations usually involve psychostimulant medication such
as Ritalin, counseling, and psychobehavioral work with parents to enable them to
manage the behavior. Therefore, making an appropriate diagnosis of Attention
Deficit Hyperactivity Disorder is very important in developing proper treatment
plans.
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CHAPTER m

DESIGN AND METHODOLOGY

The purpose of this study was to determine whether the MMPI-A could be
used as an effective instrument in the diagnosis of Attention Deficit Hyperactivity
Disorder in adolescents.

A correlational research design was used which

compared the results of the MMPI-A of the ADHD adolescents with the normative
data sample from the MMPI Restandardization and Adolescent Project (Butcher,
e ta l., 1992).

Population and Sample

Population

Participants in this included 32 male adolescents and 12 female adolescents
between the ages of 14 and 18, who presented for evaluation and/or treatment for
Attention Deficit Hyperactivity Disorder in one of three privately operated mental
health clinics in a large, industrial, midwestem state. The clinics were located in
two midsized cities with a population of 40,000 and 100,000, respectively. All

31
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three clinics provide evaluation and treatment for Attention Deficit Hyperactivity
Disorder.

Sample

Adolescents between 14 and 18 years of age who were diagnosed with
Attention Deficit Hyperactivity Disorder predominantly hyperactive or mixed type
were potential subjects for this study. Six psychologists were involved in the data
collection efforts for this study. Three psychologists, from two agencies, were
masters level psychologists who practiced under the supervision of licensed
doctoral level psychologists who had responsibility for the diagnosis. The three
other psychologists were doctoral level licensed psychologists.
All of the psychologists had a minimum of five years experience in the
field of diagnosis and treatment of ADHD. In addition, all of the psychologists
had attended seminars on ADHD and presented at training sessions or made
speaking engagements related to the subject of ADHD. Upon establishment of the
diagnosis the subjects were invited to participate in the study and complete the
MMPI-A. Parental consent was obtained for children to participate, and parents
provided demographic data. Clinicians who established the ADHD diagnosis were
requested to complete information to ascertain their diagnostic impressions,
including DSM-IV diagnostic criteria, establishment of the diagnosis before the
age of seven by review o f school records, parental reports, or student reports.
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Use of a rating scale typically used in the diagnosis of ADHD such as the Conners
Parent-Teacher Rating Scale or the McCarthy Parent-Teacher Rating Scale, with
a score of at least 1.5 standard deviations above the mean to ensure the 95th or
above percentile.

Subjects who presented a history o f psychotic disorder or

mental retardation were excluded from the study.
All subjects were diagnosed as Attention Deficit Hyperactivity Disorder
(314.01) as defined by the Diagnostic and Statistical Manual for Mental Disorders4th Edition (DSM-IV, American Psychiatric Association, 1994). The criteria for
this disorder are as follows:
A.

Either (1) or (2):
(1) six (or more) of the following symptoms of inattention have
persisted for at least six months to a degree that is maladaptive and
inconsistent with developmental level:
Inattention
(a)
often fails to give close attention to details or makes careless
mistakes in schoolwork, work, or other activities
(b)
often has difficulty sustaining attention in tasks or play
activities
(c)
often does not seem to listen when spoken to directly
(d) often does not follow through on instructions and fails to
finish schoolwork, chores, or duties in the workplace (not
due to oppositional behavior or failure to understand
instructions)
(e)
often has difficulty organizing tasks and activities
(f)
often avoids, dislikes, or is reluctant to engage in tasks that
require sustained mental effort (such as schoolwork or
homework)
(g)
often loses things necessary for tasks or activities (e.g., toys,
school assignments, pencils, books, or tools)
(h)
is often easily distracted by extraneous stimuli
(i)
is often forgetful in daily activities
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34
(2)

six (or more) of the following symptoms of hyperactivityimpulsivity have persisted for at least six months to a degree that
is maladaptive and inconsistent with developmental level:
Hyperactivity
(a)
often fidgets with hands or feet or squirms in seat
(b)
often leaves seat in classroom or in other situations in which
remaining seated is expected
(c)
often runs about or climbs excessively in situations in which
it is inappropriate (in adolescents or adults, may be limited
to subjective feelings of restlessness)
(d)
often has difficulty playing or engaging in leisure activities
quietly
(e)
is often "on the go" or often acts as if "driven by a motor"
(f)
often talks excessively
Impulsivity
(g)
often blurts out answers before questions have been
completed
(h)
often has difficulty awaiting turn
(i)
often interrupts or intrudes on others (e.g., butts into
conversations or games)

B.

Some hyperactive-impulsive or inattentive symptoms that caused
impairment were present before age seven years.

C.

Some impairment from the symptoms is present in two or more
settings (e.g., at school (or work) and at home).

D.

There must be clear evidence of clinically significant impairment in
social, academic, or occupational functioning.

E.

The symptoms do not occur exclusively during the course of a
Pervasive Developmental Disorder, Schizophrenia, or other
Psychotic Disorder and are not better accounted for by another
mental disorder (e.g., Mood Disorder, Anxiety Disorder,
Dissociative Disorder, or a Personality Disorder). (DSM-IV, 1994,
p. 83-84).
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Instrument

The following instruments were used for the assessment and verification
of the ADHD diagnosis.
The use of a questionnaire served the purpose of collecting demographic
information and to insure that certain diagnostic criteria were met such as whether
a rating scale was used with the results at least 1.5 standard deviations above the
mean, representing symptoms falling at or above the 95th percentile, DSM-IV
research criteria; and to ascertain if the onset of symptoms was before the age of
7, Diagnostic and Statistical Manual of Mental Disorders, 4th Edition (DSM-IV,
American Psychiatric Association, 1994) criteria B.
The MMPI-A was chosen because no other research to date has been
conducted using this instrument in the diagnosis of ADHD.

Questionnaire

This study accepted that the adolescent was "hyperactive" when the treating
psychologist

substantiated

the

following

information

from

the

student

questionnaire. Review of the current Axis I diagnosis; medication prescribed (if
any); degree of symptoms, which for the purpose of this study excludes mild
symptoms of ADHD; use of a rating scale in which ADHD symptoms are at least
1.5 standard deviations above the mean; onset before the age of seven determined
by review of educational records, consultation with school personnel, parental
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report, or student report.

The treating psychologist was also responsible for

providing information relevant to the diagnosis by indicating appropriate
Diagnostic and Statistical Manual for Mental Disorders-4th Edition (DSM-IV,
American Psychiatric Association, 1994) criteria present which fit the ADHD
diagnosis.

Minnesota Multiphasic Personality Inventory-Adolescent

Significance of MMPI-A Scale Elevations

The Minnesota Multiphasic Personality Inventory-Adolescent (MMPI-A)
is an objective personality inventory consisting of 478 items answered true or
false. It was developed out of work in the restandardization project of 1989 from
the original MMPI which was introduced in 1939 by Hathaway and McKinley.
An instrument was sought to help in the diagnosis of psychiatric patients at the
University of Minnesota hospitals treating patients with mental disorders. Most
tests of the day were closely tied to psychological theories or measured variables
unrelated to the psychiatric population in care (Butcher & Williams, 1992). Scale
construction utilized an empirical approach by analyzing over 1,000 statements
collected from interview manuals, forms, guides, case studies, clinical experience,
personal and attitudinal scales. Items were eliminated to avoid duplication, poor
readability and vagueness. Efforts were made to balance positive and negative
wording, and to cover a range of general topics including family, vocation,
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education, religion, sex, cognitive and affective states, and psychological
symptomatology.
The empirical method of scale development employed by Hathaway and
McKinley involved asking the subjects to describe themselves as accurately as
possible, by answering "true" or "false" to each of the MMPI questions.
Hathaway and McKinley also administered the test to samples of "normal" men
and women as well as to adult patients in the clinics and wards of the University
of Minnesota Hospitals.

Hathaway and McKinley discovered that the

characteristics of the "normal" sample corresponded to the general Minnesota
population. The performance of this sample of "normal" men and women in each
of the component scales was the basis for the development of test profile norms
(Dahlstrom, Welsh, & Dahlstrom, 1972).
Profile development involves tabulation of raw scores for each scale. The
scores are then converted to "T" scores for ease of comparison. A "T" score of
50 was considered a mean score for the normal group. A general strategy was to
consider a score between one and two standard deviations from the norm (T score
between 60 and 70) to have subclinical significance, and a score in excess of two
standard deviations (T score greater than 70) to have clinical significance. This
means of interpretation was utilized by Dahlstrom, Welsh, and Dahlstrom (1972),
Marks, Seeman, and Haller (1974), Graham (1977), and Duckworth (1979).
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In 1982, a committee was appointed to undertake the restandardization of
the MMPI with the assignment to modify the original test booklet and to develop
new norms for the instrument. The committee decided to develop two separate
experimental booklets, one for adults and one for adolescents. The committee felt
it important to represent the diversity of the population and attempted to obtain a
large, diverse normative sample of youth from several regions o f the country.
The final MMPI-A normative and clinical samples were much more diverse in
background than were the previous MMPI which included only white subjects
(Marks, Seeman & Haller, 1974). The MMPI-A normative sample was developed
with 805 males and 815 females between the ages of 14 to 18, this age group was
chosen because of several reasons. Youths age 12 and 13 held a small sample,
these test profiles yielded more invalid test profiles, and some of the questions
were thought to be objectionable to this age group, e.g. questions about sexual
behavior.
The MMPI-A norms were based on uniform T-score transformation,
developed by Tellegen, which insures percentile equivalence across the different
MMPI scale scores (Butcher et al., 1992). The cut-off for clinical interpretations
a T-score of 65 is suggested, however, for adolescents a general strategy, and the
one utilized in this research, is to consider scales elevated in the 60 to 64 T-score
range as yielding useful descriptors.
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Research Hypotheses

1.

Differences will exist between the MMPI-A scores of adolescent

males diagnosed with ADHD and the MMPI-A normative male sample.
2.

Differences will exist between the MMPI-A scores of adolescent

females diagnosed with ADHD and the MMPI-A normative female sample.
3.

Statistical and clinical differences will exist between ADHD male

adolescent scale scores on the clinical scales and clinical scale scores of the male
normative sample.
4.

Statistical and clinical differences will exist between ADHD male

adolescent subscale scores on the Harris-Lingoes Subscaies, and the HarrisLingoes subscale scores o f the male normative sample.
5.

Statistical and clinical differences will exist between ADHD male

adolescent scale scores on the content scales and the content scale scores of the
male normative sample.
6.

Statistical and clinical differences will exist between ADHD female

adolescent scale scores on the clinical scales and clinical scale scores of the female
normative sample.
7.

Statistical and clinical differences will exist between ADHD female

adolescent subscale scores on the Harris-Lingoes subscales and the Harris-Lingoes
subscale scores of the female normative sample.
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8.

Statistical and clinical differences will exist between ADHD female

adolescent scale scores on the content scales and the content scale scores of the
female normative sample.
Data Analysis

Since each hypothesis requires a decision on both statistical as well as
clinical significance, two methods will be used to analyze the data. The statistical
significance o f differences between the mean scores of study subjects and the
MMPI-A normative sample will be evaluated using t-tests at the .05 level, twotailed. The clinical significance of differences will be evaluated by determining
whether the MMPI-A percentile scores (on the t-scale) of study subjects are above
60. A score of 60 is identified in the MMPI-A profile sheets as the "gray zone"
signifying a range of marginal or transitional elevation as opposed to the
traditional use of a specific t-score designation as a cut-off between normal and
clinically elevated scores.

In adolescents, this is an important demarkation

because of the developmental tasks of adolescents renders the psychometric
dividing line between normalcy and pathology less defined than in the adult
developmental stage (Archer, 1992; Butcher & Williams, 1992). This assessment
can be used only to determine whether subjects’ mean scores are significantly
clinically elevated. There is no pre-established point at which such scores are
considered to be significantly clinically depressed (or lower).
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A separate determination of statistical and clinical significance will be made
for each of the individual subscales of the MMPI-A.

Variables

The MMPI-A has 65 individual scales which are grouped to measure ten
clinical scales and three validity scales. The clinical scales are refined to identify
the Harris-Lingoes subscales (Harris & Lingoes, 1955, 1968), and the Social
Introversion (si) subscales (Ben-Porath, Hostetler, Butcher & Graham, 1989).
The test is further refined to identify 3 supplementary scales (MacAndrew, 1965;
Weed, Butcher & Williams, 1991), and 15 content scales (Butcher, Graham,
Williams & Ben-Porath, 1990).
The validity scales (Table 1) were developed to evaluate whether the response
style used compromised the validity of the adolescents self report (Butcher &
Williams, 1992).
The clinical scales (Table 2) were developed by Hathaway and McKinley to
help identify nine basic diagnostic categories: Hypochondriasis (Scale 1); Depression
(Scale 2); Hysteria (Scale 3); Psychopathic Deviate (Scale 4); Masculinity-Femininity
(Scale 5); Paranoia (Scale 6); Psychasthenia (Scale 7); Schizophrenia (Scale 8); and
Hypomania (Scale 9). The Social Introversion-Extroversion (Scale 0) was developed
by Drake in 1946 (Archer, 1992).
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Table 1
Validity Scales
Description

Scale

Clinical Term

L

Lie Scale

This scale consists of 14 items which detect naive
efforts of adolescents to present themselves in a
favorable light regarding personal ethics, moral
behavior, and social behavior.

F

Infrequency
Scale

This scale consists of 66 items which identify
individuals who may be presenting themselves in a
"bad manner." These scores may indicate the
presence of serious maladjustment, a tendency to
respond in a careless manner or an inconsistent
manner, or by falsely exaggerating symptoms.

K

Defensiveness
Scale

This scale consists of 30 items which help identify
adolescents who respond defensively in attempts to
withhold openness and candid responses.

The Harris-Lingoes (1966) subscales (Table 3) were developed to help
clinicians to determine the content endorsement related to the MMPI basic (clinical)
scale elevations.
The content and supplementary scales (Table 4) were derived from research
conducted over the course of the use of the MMPI and development of the MMPI-A.
The content scales consist of 15 special scales. Three of the supplementary scales
were adopted from the original MMPI and three, the Immaturity (IMM),
Alcohol/Drug Problem Acknowledgement (ACK) and the Immaturity Scale (IMM)
were developed especially for the MMPI-A (Archer, 1992).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

43
Table 2
Clinical Scales
Scale

Clinical Term

Description

1

Ha:
Hypochondriasis

This 32 content scale measures preoccupation with
health and illness concerns, ranging from specific
complaints to the general or vague.

2

D: Depression

This scale of 57 items measures variables of
depression such as feelings of discouragement,
hopelessness, despondency, and apathy.

3

Hy: Hysteria

This MMPI-A scale consists of 60 items which
identify individuals who respond to stress with
hysterical reactions that may include sensory or
motor disorders without an organic basis.

4

Pd: Psychopathic
Deviate

This scale o f 49 items measures delinquent behavior
patterns and the severity o f those patterns, as well as
school conduct and adjustment.

5

Mf: MasculinityFemininity

This 44-item scale measures the masculine or
feminine interests of the adolescent males or females
who take this test.

6

Pa: Paranoia

7

Pt: Psychasthenia

This scale which consists of 48 items, measures
feelings of inferiority, anxiety, problems in
concentration, obsessive thoughts, physical
complaints, and unhappiness.

8

Sc: Schizophrenia

Scale 8 has 77 items which include social isolation,
bizarre thought processes, disturbances in mood and
behavior, peculiar perceptions, difficulties in
concentration and impulse control.

9

Ma: Hypomania

These 46 items measure self reports of psychomotor
acceleration, ego inflation, amorality, and feelings of
restlessness and the need to engage in behavioral
overactivity.

0

Si: Social
Introversion

The Si scale consists of 62 items that measure social
relationships including withdrawal, fearfulness,
social alienation, and introversion and extroversion
measures.

The 40 items in this scale are related to feelings of
persecution, rigidity, ideas of reference, and
suspiciousness.
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Table 3
Harris-Lingoes and Si Subscales
Description

Scale

Clinical Term

D1

Subjective
Depression

D2

Psychomotor
Retardation

D3

Physical
Malfunctioning

An 11-item scale measuring denial of good health.

D4

Mental Dullness

11 items measuring difficulties in concentration,
self-confidence, apathy, and feelings of tension.

D5

Brooding

Hyl

Denial of Social
Anxiety

A 6-item scale which indicates denial of concerns
about shyness, social extroversion, and an ease in
talking to others.

Hy2

Need for
Affection

12 items which measure strong needs for attention
and affection, and a person who is trusting in
relationships.

Hy3

Lassitude-Malaise

These 11 items are indicative of a person who is
restless, apathetic, and denies good health.

Hy4

Somatic
Complaints

This 17-item scale measures such symptoms as
headaches, fainting or dizzy spells, eye problems,
and other physiological symptoms.

Hy5

Inhibition of
Aggression

7 items which are indicative of an individual who
denies difficulties with indecisiveness, a selfperception of one who is socially sensitive, and a
denial of hostile or aggressive impulses.

Pdl

Familial Discord

An 1l-item scale which measures a home situation
lacking in love, understanding, and support with a
view of families as critical and controlling.

Pd2

Authority
Problems

This 10-item scale represents resentment of
authority and difficulties with the law, as well as
respondents having a history of behavior problems
in school. They admit to stealing and problems
with the law.

Pd3

Social
Imperturbability

These 12 items indicate reports of confidence and
comfort in social situations. High scorers report
being exhibitionistic and opinionated.

This 29-item scale measures subjective feelings of
depression, lack of energy, and difficulties in
concentration and attention.
A 14-item subscale which is indicative of
listlessness, low energy, social withdrawal, and
social avoidance.

10 items which measure fears of losing one’s
mind, brooding, crying spells, and feelings of
uselessness.
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Table 3 - Continued
Pd4

Social Alienation

The 18-item scale suggests feelings of being
misunderstood, alienated, isolated, and detached
from others. Feelings of loneliness and being
uninvolved with others are reported.

Pd5

Self-Alienation

A 15-item scale measuring feelings of discomfort
and unhappiness with self. Problems in
concentration, finding life unrewarding, and
difficulties with excessive use of alcohol is
reported.

Pal

Persecutory Ideas

This 17-item scale indicates a view of the world as
threatening, with feelings of being misunderstood,
unfairly blamed or punished. Suspiciousness,
distrust of others, and a tendency to blame others
for problems are common.

Pa2

Poignancy

Pa3

Naivete

The 9-item scale indicates endorsement of naive
and optimistic attitudes about others. Feelings of
overly trusting and vulnerability to being hurt are
common.

Scl

Social Alienation

These items suggest feelings of being
misunderstood and mistreated. Reports of the
family situation is lacking in love and support, and
feelings of hostility and hatred towards family
members.

Sc2

Emotional
Alienation

An 11-item scale which suggests feelings of
depression and despair. Thoughts and feelings of
death are reported.

Sc3

Lack of Ego
Mastery,
Cognitive

A 10-item scale indicating strange thought
processes, feelings of unreality, and problems with
concentration and attention.

Sc4

Lack of Ego
Mastery, Conative

This 14-item scale indicates that life is a strain.
Reports of depression, despair, and worry are
common. Difficulties with coping with every day
life, feelings that life is unrewarding and not
interesting are indicated.

A 9-item scale reporting sensitivity and being
high-strung. Feelings of loneliness,
misunderstood and distant from others are
indicated.
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Table 3 - Continued
Sc5

Lack of Ego
Mastery,
Defective
Inhibition

Sc6

Bizarre Sensory
Experiences

Mai

Amorality

Ma2

Psychomotor
Acceleration

Ma3

Imperturbability

Ma4

Ego Inflation

A 9-item scale which indicates resentment of
demands made by others, and appraising of self
unrealistically.

Sil

Shyness

These 14 items indicate shyness in interpersonal
situations. Discomfort around others and a
reluctance to begin relationships.

Si2

Social Avoidance

This 8-item measure shows avoidance of groups
and social unfriendliness, social withdrawal, and
avoidance in participation with others.

Si3

Self-Other
Alienation

An 1l-item scale which measures feelings of being
out of emotional control. Impulsiveness,
restlessness, hyperactivity and irritability, as well
as reports of laughing or crying spells are
indicated.
A 20-item scale which indicates hallucinations,
unusual thoughts or external reference.
This 6-item scale reveals views of others as selfish
and dishonest which helps them excuse their own
behavioral excesses.
A 11-item measure which indicates accelerated
speech, overactive thought processes, tenseness,
restlessness, excitability, easily bored and
impulsiveness.
The 8-item scale reports denial of social anxiety.
These individuals report they are not sensitive
about what others think, often becoming impatient
and irritable toward others.

A 17-item scale indicating apprehension and
mistrust of others, a poor self-image, and an
alienation from others.
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Table 4
Content and Supplementary Scales
Scale

Clinical Term

Description

A-anx

Adolescent-Anxiety

A-obs

AdolescentObsessiveness

A-dep

AdolescentDepression

A 26-item scale which suggests depression,
sadness, apathy, low energy, and a sense of
hopelessness that may include suicidal thoughts.

A-hea

Adolescent-Health
Concerns

37 items which show health concerns such as
gastrointestinal, neurological, sensory,
cardiovascular, and respiratory concerns. These
teenagers feel physically ill and they are worried
about their health.

A-ain

AdolescentAlienation

This 20-item scale measures youths who are
interpersonally alienated and isolated with
feelings of pessimism about social relationships.
Feelings of loneliness and an inability to turn to
others for help are characteristic of this measure.

A-biz

Adolescent-Bizarre
Mentation

The 19 items when endorsed suggest the
occurrence of psychotic thought processes.
Strange and unusual experiences, including
auditory, visual, or olfactory hallucinations.
Paranoid symptoms and delusions, and beliefs
that they are being plotted against or controlled
by others are identified.

A-ang

Adolescent-Anger

A 17-item scale which describes irritability,
impatience and anger, including the potential of
physical assaultiveness and physical aggression.
Truancy, poor parental relationships,
disobedience, and defiance are indicated.

This 21-item scale measures anxiety,
apprehension, rumination, and tension. This
scale indicates attitudes related to the experience
of anxiety rather than the physiological aspects
of the symptoms.
These 15 items indicate difficulty in making
decisions, ambivalence, excessive worry and
rumination, as well as the occurrence of
intrusive thoughts.
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Table 4 - Continued
A-cyn

AdolescentCynicism

22 items which measure distrustfulness, cynical
attitudes, suspicious of the motives of others.
These youth believe that all individuals
manipulate and use each other selfishly for their
own personal gain. They feel that others lie,
cheat, and steal in order to gain advantage.

A-con

Adolescent-Conduct
Problems

These 23 items suggest problems related to
impulsivity, risk-taking behaviors, and antisocial
behaviors. These youth may exhibit behaviors
related to conduct problems, school suspensions,
and legal violations.

A-lse

Adolescent-Low
Self-Esteem

The 18 items indicate adolescents who have low
self-esteem and poor self-confidence. These
youth feel inadequate and useless, not as capable
as others. They see many flaws and faults in
themselves, both real and imaged, with feelings
of rejection by others.

A-las

Adolescent-Low
Aspirations

A 16-item scale which suggests youth who have
few academic or vocational goals and a self-view
of being unsuccessful. Difficulty in applying
oneself, giving up quickly when frustrated, and a
tendency to procrastinate are indicated.

A-sod

Adolescent-Social
Discomfort

24 items which indicate discomfort in social
situations, introversion and shyness. These
individuals avoid social events and find it hard to
interact with others.

A-fam

Adolescent-Family
Problems

The 35 items suggest the presence of family
conflict and discord. These families are likely to
have frequent quarrels with family members, and
report little love or understanding within their
families. These youth feel misunderstood and
unjustly punished by family members, and
oftentimes report being physically or emotionally
abused.

A-sch

Adolescent-School
Problems

A 20-measure which indicates a dislike for
school, and likely report behavioral and
academic problems within the school setting.
Developmental delays or learning disabilities are
common.
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Table 4 - Continued
A-trt

AdolescentNegative Treatment
Indicators

These 26 items indicate feelings of incapability
of making significant changes in their lives, or
that working with others to effect change is
ineffective or a sign of weakness.

MAC-R

MacAndrew
Alcoholism ScaleRevised

MAC-R (MacAndrew Alcoholism Scale-Revised)
- 49 items which suggest the possibility of
substance abuse problems, and identify
individuals who are socially extraverted,
exbibitionistic, and willing to take risks.

ACK

Alcohol/Drug
Problem
Acknowledgement

A 13-item scale which assesses the willingness
of an adolescent to acknowledge the problematic
use of alcohol or drugs, and the symptoms
associated with such use.

PRO

Alcohol/Drug
Problem Proneness

This 36-item scale measures the potential for the
development of drug or alcohol problems.

IMM

Immaturity

These 43 items suggest adolescents who are
easily frustrated, impatient, loud, quick to anger,
lacking in responsibility, and defiant and
resistant.

A

Anxiety

R

Repression

39 items are reflective of youths who are
maladjusted, anxious, depressed, inhibited,
uncomfortable and pessimistic (Graham, 1990).
A 33-item scale indicates an inhibited and
constricted nature, pessimism and a defeatist
attitude, and an overcontrolled individual.
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CHAPTER IV

DESCRIPTION OF SUBJECTS

Participants in the study included 32 male adolescents and 12 female
adolescents.

The male adolescents had a mean age of 15.69 and the female

adolescents had a mean age of 15.8 years. The combined mean age (Table 5) was
15.55 with a range from 14 to 18.

Table 5
Age of Subjects
Males
N
%

Females
N
%

Total
N
%

14

7

22

3

25

10

22

15

13

41

2

17

15

34

16

9

28

2

17

11

25

17

2

6

4

33

6

14

18

1

3

1

8

2

5

Totals

32

100

12

100

44

100

Table 6 shows the mean age of onset of ADHD symptoms.

In male

subjects was 9.4 years, the mean age of onset in female subjects was 12.7 years
of age, and the combined mean for both groups was 10.3 years of age.

50
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Table 6
Age of Subjects at Time of Diagnosis
Males

Females

N

%

2

1

4

N

Total
%

N

%

3

1

2

1

3

1

2

5

3

9

3

7

6

5

17

2

17

7

16

7

5

17

2

17

7

16

8

3

9

1

8

4

9

9

3

9

1

8

4

9

10

1

3

1

2

11

1

3

2

5

12

2

6

2

5

13

1

3

1

2

14

4

14

1

8

5

11

15

2

6

2

17

4

9

16

2

6

2

17

4

9

2

17

2

5

12

100

44

100

17
Totals

32

100

1

8

The ethnic background of subjects is shown in Table 7.
The grade placements (Table 8) ranged from grade 6 to grade 12, with the
total mean grade of 9.47.
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Table 7
Ethnic Background of Subjects
Males

Females

Total

N

%

N

%

N

%

Caucasian

30

94

11

92

41

94

AfricanAmerican

1

3

1

2

Hispanic

1

3

1

2

1

8

1

2

12

100

44

100

Native
American
Totals

32

199

Table 8
Grade Level of Subjects
Males
N

Total

Females
%

6

N

%

N

%

1

8

1

2

1

8

3

7

6

14

7

2

6

8

6

19

9

11

35

4

33

15

34

10

9

28

2

17

11

25

11

2

6

2

17

4

9

12

2

6

2

17

4

9

32

100

12

100

44

100

Total
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Of the 42 subjects, 28 had not repeated any grades. Ten subjects had
repeated one grade and six subjects, two grades (see Table 9).

Table 9
Number of Grades Repeated by Subjects
Number of
Grades

Males
N

%

0
1
2

22
6
4

69
19
12

Total

32

100

Females
N

%

Total
N

%

6
4
2

50
33
17

28
10
6

64
22
14

12

100

44

100

Forty-four percent of the male subjects were receiving Special Education
services, 25 percent of the female ADHD participants were receiving Special
Education services, overall thirty-nine percent of the subjects were receiving
Special Education services.

Table 10 shows the type of Special Education

services in which they were involved.
Twenty-eight of the males in Table 11 had been or were involved in some
form of therapeutic intervention, while 7 of 12 females had received some form
of counseling. In total, 35 out of the 44 subjects had received or were involved
in prior or ongoing counseling.
In the ADHD sample, 11 percent of the males had current or prior juvenile
court involvement, in the female sample 18 percent had prior juvenile court
involvement.

In the total sample (Table 12), 13 percent were involved in the

juvenile court.
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Table 10
Subjects’ Enrollment in Special Education

Learning Disability

Males
N
%
5
16

Females
N
1

Total
N
6

%
8

%
14

Emotionally
Impaired

2

6

2

5

Educable Mentally
Impaired

5

16

5

11

Section 504

1

3

3

7

Physical or
Otherwise
Handicapped
Individual

1

3

1

2

Not Reported/None

18

56

9

75

27

61

Total

32

100

12

100

44

100

2

17

Table 11
Subjects’ Prior Treatment History

Individual

Males

Females

Total

N

N

N

26

6

32

Individual + Group

4

Individual + Family

12

Family
Residential
Total

4
2

14

1

1
2

2
32

12
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Table 12
Subjects’ Juvenile Court Involvement
Males

Females

Total

N

%

N

%

N

%

Involvement

11

34

2

18

13

30

No Involvement

21

66

10

82

31

70

Total

32

100

12

100

44

100

Eighteen male ADHD subjects of the 32 had a concurrent diagnosis,
whereas 6 female ADHD subjects had an additional diagnosis (Table 13).

Table 13
Subjects’ Concurrent Diagnosis
Males

Females

Total

N

%

N

%

N

%

5

16

5

42

10

23

10

31

10

23

Depression

2

6

3

7

Dysthymic
Disorder

1

3

1

2

No Other
Diagnosis

14

44

6

50

20

45

Total

32

100

12

100

44

100

ODD
CD

1

8

The ADHD adolescents came from a variety of living situations identified
in Table 14.
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Table 14
Subjects’ Living Situation
Males

Females

Total

N

%

N

%

N

%

Mother & Father

13

41

6

50

19

43

Mother only

16

50

4

33

20

45

Father only

2

6

2

5

Mother/Step-father

1

3

2

17

31

7

32

100

12

100

44

100

Total

One-half of the ADHD adolescents came from a family in which the
parents were married at the time of the study. The remainder were distributed as
indicated in Table 15. The occupational status of the parents is shown in Tables
16 and 17.

Table 15
Parents’ Marital Status of Subjects
Males

Females

Total

N

%

N

%

N

%

Married

14

44

7

59

21

47

Divorced-single

13

41

2

17

15

33

Separated-single

1

8

1

3

Adopted

1

8

1

3

1

8

3

7

3

7

44

100

Death of parent

2

6

Not married

3

9

32

100

Total

12

100
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Table 16
Subjects’ Father’s Occupation______________________
Males

Females

Total

N

%

N

%

N

%

High Level Pro

1

3

1

8

2

5

Professional

6

20

3

25

9

20

Managerial

3

9

3

7

11

34

15

34

3

9

3

7

1

2

Skilled Labor
Unskilled Labor
Unemployed

4
1

34
8

Disabled

3

9

3

7

Incarcerated

1

3

1

2

Not Reported

4

13

3

25

7

16

32

100

12

100

44

100

Total

Table 17
Subjects’ Mother’s Occupation
Males

Total

Females

N

%

N

%

N

%

Professional

9

28

5

42

14

32

Managerial

4

13

4

9

Skilled Labor

5

15

11

25

Unskilled Labor

4

13

4

9

Homemaker

9

28

10

23

Deceased

1

3

1

2

32

100

44

100

Total

6
1
12

50
8
100

The income level of the adolescents’ families is reported in Table 18. The
income was fairly equally distributed in this sample.
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Table 18
Income Distribution of the Families of Subjects
Males
N

Females
% N

Total
%

N

%

0-20,000
20,001-40,000
40,001-Above

10
9
13

31
28
41

4
4
4

33.3
33.3
33.3

14
13
17

32
30
38

Total

32

100

12

100

44

100

As reported in Table 19, the mean GPA o f the males who provided this
information was 2.38, the mean GPA of the females who provided this
information was 1.96. The overall GPA of the sample as a whole was 2.25.
Thirty of the male subjects, as reported in Table 20, were on medication,
with methylphenidate being the most commonly used medication. Among those
reporting, the average was 44.4 mg per day. In the female population, 10 of 12
subjects were receiving in medication, with methylphenidate the most commonly
prescribed. Of those reporting, the average dosage was 40.7 mg per day. Three
subjects were receiving medication for seizure disorders, and four subjects were
receiving more than one medication. Ritalin plus an antidepressant was prescribed
in three cases and Ritalin plus a seizure disorder medication was prescribed in one
case. Five subjects were receiving an antidepressant and two subjects were on an
anticonvulsant medication.
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Table 19
GPA of Subjects
Females

Males
N

%

1.00

Total

N

%

N

%

1

8

1

2

1.50

1

3

1

2

1.60

1

3

1

2

1.66

1

3

1

2

1.68

1

8

1

2

1.95

1

8

1

2

2

17

2.00

2

6

2.10

1

3
1

2.37
4

2.50

8

9
1

2

1

2
9

13
1

2.70

8

1

2

2.75

1

3

1

2

2.76

1

3

1

2

3.00

2

6

2

5

3.40

1

3

1

2

Don’t Know/Not
Reported

17

54

5

51

22

50

Total

32

100

12

100

44

100

The use of medication with ADHD is widely reported in the literature.
The implications for this study indicate that methylphenidate was used to help
manage the symptoms and allow the subjects to successfully complete tasks
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Table 20
Medication of Subjects
Males

Females

Total

N

%

N

%

N

%

Ritalin 20 mg

5

16

2

17

7

16

25 mg

2

6

2

5

40 mg

3

9

45 mg

2

17

5

11

1

8

1

2

2

5

6

14

50 mg

2

6

60 mg

4

13

90 mg

1

3

1

2

100 mg

1

3

1

2

1

3

1

2

1

3

1

8

2

5

Ritalin + Prozac
20 mg
70 mg

1

3

1

8

2

5

Ritalin 20 m g+
Pamelor 50 mg

1

3

1

2

Ritalin 35 m g+
Depakote 35 mg

1

3

1

2

Ritalin 30 m g+
Clonidine 0.2 mg

1

3

1

2

Paxil 20 mg

1

3

2

5

Depakote 40 mg

1

3

1

2

Tegretol 800 mg

1

3

1

2

Wellbutrin
200 mg

2

6

2

5

Desipramine
150 mg

1

3

1

2

No Medication

2

6

2

17

4

13

32

100

12

100

44

100

Cylert 37.5 mg
75 mg

Total
including school work.

2

1

17

8

It was reported that during the administration of the

MMPI-A some of the subjects had not been medicated. In two instances it took

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

two to three hours to complete the instrument (typical completion time is one to
one-and-a-half hours). In other instances the subjects had to be redirected to
complete the task.

Results

Research Hypothesis 1

Differences will exist between the MMPI-A scores of male adolescents
diagnosed with ADHD and the MMPI-A normative male sample.
The clinical significance of differences will be evaluated by determining
whether the MMPI-A percentile scores (on the t-scale) of study subjects are above
60.
Figures 1, 2, and 3 represent the profiles of ADHD adolescent males and
the normative male sample.
In males, Clinical Scales 4 and 9, as well as Harris-Lingoes scales M ai,
Ma2, and Ma4 and Content Scales A-con, A-sch, and Supplementary Scales
MAC-R and PRO were moderately elevated representing significant as well as
clinical differences in the two populations. Hypothesis I accepted.

Research Hypothesis 2

Differences will exist between the MMPI-A scores of female adolescents
diagnosed with ADHD and the MMPI-A normative female sample.
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The clinical significance of differences will be evaluated by determining
whether the MMPI-A percentile scores (on the t-scale) of study subjects are above
60.
Figures 4, 5, and 6 represent the profile characteristics of ADHD
adolescent females and the normative female sample.
In females, Clinical Scales 3 and 4, as well as Harris-Lingoes scales D3,
Hy3, P d l, Pd2, and Content Scales A-sch and Supplementary Scales MAC-R and
PRO were moderately elevated representing significant as well as clinical
differences in the two populations. Hypothesis 2 accepted.

Research Hypothesis 3

Statistical and clinical difference will exist between ADHD male adolescent
scale scores on the clinical scales and clinical scale scores of the male normative
sample.
The statistical significance of differences between the mean scores of study
subjects and the MMPI-A normative sample will be evaluated using t-tests at the
.05 level, two-tailed. The clinical significance of differences will be evaluated by
determining whether the MMPI-A percentile scores (on the t-scale) of study
subjects are above 60.
Clinical Scale 4 and Scale 9 (Table 21) were significantly and clinically
elevated, representing differences in the two populations. Hypothesis 3 accepted.
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Table 21
Clinical Scale Differences in Males
Scales

Normative
Sample

ADHD-Sample

B

Clinical Elevation

Raw
Score

t-score

Raw
Score

t-score

Scale 4

14.48

41

25.61

61

.0000

Yes

Scale 9

21.14

48

27.26

63

.0000

Yes

Research Hypothesis 4

Statistical and clinical differences will exist between ADHD female
adolescent scale scores on the clinical scales and clinical scale scores of the female
normative sample.
The statistical significance of differences between the mean scores of study
subjects and the MMPI-A normative sample will be evaluated using t-tests at the
.05 level, two-tailed. The clinical significance of differences will be evaluated by
determining whether the MMPI-A percentile scores (on the t-scale) of study
subjects are above 60.
Clinical Scale 3 and Scale 4 (Table 22) were significantly and clinically
elevated, representing differences in the two populations. Hypothesis 4 accepted.
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Table 22
Clinical Scale Differences in Females
Scales

Normative
Sample

ADHD-Sample

g

Clinical Elevation

Raw
t-score
Raw
t-score
__________Score____________ Score_____________________________________
Scale 3

22.85

48

30.33

67

.0000

Yes

Scale 4

20.33

48

27.67

63

.0000________ Yes

Research Hypothesis 5
Statistical and clinical difference will exist between ADHD male adolescent
subscale scores on the Harris-Lingoes Subscales and the Harris-Lingoes subscale
scores of the male normative sample.
Harris-Lingoes Scales Pal and Mai (Table 23) were significantly and
clinically elevated, representing differences in the two populations. Hypothesis
5 accepted.

Table 23
Harris-Lingoes Scale Differences-Males
Scales

Normative Sample

ADHD-Sample

£

Clinical Elevation

Raw
Score

t-score

Raw
Score

t-score

Pal

4.10

48

7.00

60

.0000

Yes

Mai

2.71

50

4.23

62

.0000

Yes
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Research Hypothesis 6

Statistical and clinical difference will exist between ADHD female
adolescent subscale scores on the Harris-Lingoes Subscales and the Harris-Lingoes
subscale scores of the female normative sample.
The statistical significance of differences between the mean scores of study
subjects and the MMPI-A normative sample will be evaluated using t-tests at the
.05 level, two-tailed. The clinical significance of differences will be evaluated by
determining whether the MMPI-A percentile scores (on the t-scale) of study
subjects are above 60.
Harris-Lingoes Scales D4, Hy3 and PD2 (Table 24) were significantly and
clinically elevated, representing differences in the two populations. Hypothesis
6 accepted.

Table 24
Harris-Lingoes Scale Differences-Females
Scales

Normative Sample

ADHD-Sample

R

Clinical Elevation

Raw
Score

t-score

Raw
Score

t-score

D4

3.90

49

6.75

61

.0001

Yes

Hy3

4.74

49

8.58

64

.0000

Yes

Pd2

2.75

48

4.75

63

.0000

Yes
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Research Hypothesis 7

Statistical and clinical difference will exist between ADHD male adolescent
scale scores on the Content and Supplementary scales and the Content and
Supplementary scale scores of the male normative sample.
The statistical significance of differences between the mean scores o f study
subjects and the MMPI-A normative sample will be evaluated using t-tests at the
.05 level, two-tailed. The clinical significance of differences will be evaluated by
determining whether the MMPI-A percentile scores (on the t-scale) of study
subjects are above 60.
Content and Supplementary scales A-con, A-sch, MAC and PRO (Table
25) were significantly and clinically elevated, representing differences in the two
populations. Hypothesis 7 accepted.

Table 25
Content and Supplementary Scale Differences-Males
Scales

Normative Sample

ADHD-Sample

E

Clinical Elevation

Raw
Score

t-score

Raw
Score

t-score

A-con

9.62

48

14.74

64

.0000

Yes

A-sch

6.32

49

10.19

61

.0000

Yes

MAC

21.07

51

27.35

64

.0000

Yes

PRO

16.55

50

21.32

61

.0000

Yes
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Research Hypothesis 8

Statistical and clinical difference will exist between ADHD female
adolescent scale scores on the Content and Supplementary scales and the Content
and Supplementary scale scores of the female normative sample.
The statistical significance of differences between the mean scores of study
subjects and the MMPI-A normative sample will be evaluated using t-tests at the
.05 level, two-tailed. The clinical significance of differences will be evaluated by
determining whether the MMPI-A percentile scores (on the t-scale) of study
subjects are above 60.
Content and Supplementary scales A-sch, MAC and PRO (Table 26) were
significantly and clinically elevated representing differences in the two
populations. Hypothesis 8 accepted.

Table 26
Content and Supplementary Scale Differences-Females
Normative Sample

ADHD-Sample

Raw
Score

t-score

Raw
Score

t-score

A-Sch

5.83

49

9.33

MAC

19.73

50

PRO

16.74

49

Scales

R

Clinical Elevation

62

.0001

Yes

24.00

60

.0002

Yes

23.25

66

.0000

Yes
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Summary

This chapter presented the research questions, significant findings, and
tables illustrating the demographic and statistical data. The demographic data
presented in this research corresponds closely to reports in the literature of the
demographic information attributed to ADHD youths. The inclusion of this data
in this study will hopefully provide a basis for replication and extension of these
findings. All hypotheses were accepted. The following chapter will summarize
the research and findings as well as provide implications for practice and
recommendations for further research.
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CHAPTER V

CONCLUSIONS AND IMPLICATIONS

Overview of the Results

This study explored the personality characteristics of 32 male and 12
female adolescents diagnosed with Attention Deficit Hyperactivity Disorder
(ADHD). The particular focus of the effort has been to determine whether the
Minnesota Multiphasic Personality Inventory for Adolescents (MMPI-A) provides
profile codings which can assist in the identification of ADHD and concurrent
mental disorders in this population.
Eight hypotheses were tested related to overall MMPI-A score differences
between this sample of ADHD-diagnosed adolescents and adolescents in the
MMPI-A normative sample.

Two types of differences were of interest:

statistically significant differences between the MMPI-A overall and subscale
scores and clinically significant differences between MMPI-A overall and subscale
scores of these samples. Statistical significance was evaluated using a t-test of the
difference between the mean scores for each subscale; clinical significance was
evaluated by determining whether the mean subscale scores of the 44 subjects fell

75
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within or outside of the clinically "normal" range, a range which is based on data
from the subjects in the normative sample.
Mean scores of male and female subjects were evaluated separately.
Statistically significant differences were found in both gender subsamples of this
research; however, there were no differences of clinical significance, although
several subscale scores for both males and females were in the moderately
elevated clinical range.

Conclusions About the Statistical Significance
of the Results

As the results detailed in Chapter IV indicate, a large percentage of the
differences between MMPI-A mean, subscale scores for the subjects in this
research and mean subscale scores of the normative sample were statistically
significant. The implications of these results are best understood in terms of the
gender-related differences.

Statistically Significant Differences in the Female Subsample’s
MMPI-A Subscale Scores

For the 12 female subjects in this research sample, scores on 27 of 65
subscales (41.5%) scores were significantly elevated above the scores of the
female normative sample, shown by Tables 27, 28, and 29. These were clinical
scales 1, 2, 3, 4 and 6; Harris-Lingoes scales D l, D3, D5 H y l, Hy3, Hy4, P dl,
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Pd5, Sc2 and Sc4; and content scales A-dep, A-hea, A-con, A-las, A-fam, A-sch,
MAC-R, PRO, and IMM. Evaluating the study hypotheses on the basis of these
statistically significant differences, there is sufficient evidence upon which to
accept the hypotheses for each of the 27 specific subscale scores for the female
subjects.

Table 27
MMPI-A Basic Scales-Females
Scales

Normative
Sample

ADHDSample

U

Clinical
Elevation

Scale F

7.70

8.17

.4114

No

Scale L

2.26

2.42

.3887

No

Scale K

11.54

12.33

.2657

No

Scale 1

9.28

12.83

.0073

No

Scale 2

20.81

25.58

.0012

No

Scale 3

22.85

30.33

.0000

Yes*

Scale 4

20.33

27.67

.0000

Yes*

Scale 5

28.24

27.75

.6755

No

Scale 6

12.99

15.33

.0252

No

Scale 7

20.79

23.83

.0957

No

Scale 8

24.20

26.00

.1857

No

Scale 9

21.81

23.42

.1236

No

Scale 0

26.97

25.50

.7375

No
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Table 28
MMPI-A Harris-Lingoes Subscales-Females
Scales

Normative
Sample

ADHDSample

£

Clinical
Elevation

D1
D2
D3
D4
D5
Hyl
Hy2
Hy3
Hy4
Hy5
Pdl
Pd2
Pd3
Pd4
Pd5
Pal
Pa2
Pa3
Sc I
Sc2
Sc3
Sc4
Sc5
Sc6
Mai
Ma2
Ma3
Ma4
Sil
Si2
Si3

9.87
4.79
3.70
3.90
3.77
3.31
4.88
4.74
4.95
2.92
3.87
2.75
3.20
5.36
4.74
4.09
3.74
3.75
6.46
2.29
3.10
4.35
4.20
5.46
2.37
7.13
2.94
4.61
6.23
1.90
8.22

14.08
4.92
4.83
6.75
5.42
4.33
5.83
8.58
6.83
2.67
5.50
4.75
3.83
6.33
6.75
5.00
4.17
4.17
6.75
3.58
4.00
6.83
4.33
5.58
2.58
6.75
3.17
5.17
4.00
1.83
9.00

.0008
.4058
.0071
.0001
.0040
.0226
.0844
.0000
.0168
.7502
.0017
.0000
.0892
.0670
.0031
.1224
.2171
.2319
.3783
.0067
.0867
.0008
.4153
.4507
.2849
.7480
.3027
.1339
.9907
.5497
.2314

No
No
No
Yes*
No
No
No
Yes*
No
No
No
Yes*
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
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Table 29
MMPI-A Content Scales-Females
Scales

Normative
Sample

ADHDSample

£

Clinical
Elevation

A-anx

9.03

11.25

.0402

No

A-obs

7.88

7.92

.4843

No

A-dep

9.17

13.42

.0019

No

A-hea

9.03

12.33

.0193

No

A-ain

5.62

5.92

.3842

No

A-biz

4.05

3.67

.6663

No

A-ang

8.51

9.83

.0690

No

A-cyn

12.34

11.33

.7700

No

A-con

8.15

10.67

.0118

No

A-lse

5.83

6.50

.2512

No

A-Ias

6.00

8.08

.0040

No

A-sod

4.75

7.19

.0010

No

A-fam

12.53

17.58

.0010

No

A-sch

5.83

9.33

.0001

Yes*

A-trt

9.30

10.75

.1274

No

MAC-R

19.73

24.00

.0002

Yes*

ACK

3.68

4.50

.1163

No

PRO

16.74

23.25

.0000

Yes*

IMM

11.75

16.25

.0067

No

A

16.90

17.08

.4670

No

R

13.33

14.50

.1234

No
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Personality characteristics associated with the female subscale scores which
were significantly elevated include:

health concerns, feelings of subjective

depression, concentration and memory problems, and feelings of unhappiness.
The scores are also indicative o f feelings of restlessness, problems with staying
on task, and some somatic complaints.

Other characteristics o f a sample with

such a mean scale score include familial discord (such as parental disapproval of
a peer group or career choice), problems with authority, and feelings of self and
emotional alienation. The mean scores also suggest that this subsample may be
characterized as exhibitionistic and risk-takers.

Associated as well are

characteristics of low aspirations, disinterest in academic success, school-related
problems, and negative attitudes toward school, teachers, and other helping
professionals in general.

Statistically Significant Differences in the Male Subsample’s
MMPI-A Subscale Scores

For the 32 male subjects in this research sample, scores on 45 of the 65
subscales (69.2%) were significantly elevated above the scores of the male
normative sample; and, scores were significantly below the scores of the male
normative sample on 6 (9.2%) other subscales. Overall, in the male sample,
differences in mean scores on 51 of the 65 MMPI-A subscale scores (78.5%)
between this study’s subjects and subjects in the normative sample were
statistically significant as represented in Tables 30, 31, and 32.

The clinical
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subscales which were significantly elevated in the male subjects of this study
included:

F, K, and Scales 4, 5, 6, 7, 8 and 9.

Elevated Harris-Lingoes

subscales were D l, D2, D3, D4, Hy2, Hy3, P dl, Pd4, Pd5, P al, Pa2, Pa3, Sc2,
Sc3, Sc4, Sc5, Sc6, M ai, Ma2, Ma4 and Si3. Elevated content subscales were
Scales A-anx, A-obs, A-dep, A-hea, A-ain, A-biz, A-ang, A-cyn, A-con, A-lse,
A-las, A-fam, A-sch, A-trt, MAC, ACK, PRO, IMM, A, and R.
Male subjects’ scores which were significantly depressed were clinical
scales K and Scale 5; Harris-Lingoes Scales D2, Hy2, and Pa3, and content Scale
R.
Evaluating the study hypotheses on the basis of statistical information, there
is sufficient evidence upon which to accept the hypotheses for each of the specific
subscale scores of the male subjects.
The personality characteristics associated with this pattern of scale score
results are that such individuals have difficulty in reading and understanding the
questions of the MMPI-A, or are somewhat careless in their responses to the
instrument. They have experienced difficulties with their family units and with
authority figures to a greater extend than usually occurs in adolescence and they
feel more mistreated or misunderstood by others. In addition, they feel a sense
of difficulty in concentrating on tasks or work, and have participated more
frequently than subjects in the normative sample in thrill-seeking activities just
"for the fun of it."
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Table 30
MMPI-A Basic Scales-Males
Scales

Normative
Sample

ADHDSample

£

Clinical
Elevation

Scale F

9.15

14.74

.0001

No

Scale L

2.94

2.23

.0446

No

Scale K

12.70

10.84

.0142

No

Scale 1

7.68

8.813

.0892

No

Scale 2

18.95

18.94

.4941

No

Scale 3

20.94

21.03

.4638

No

Scale 4

19.48

25.61

.0000

Yes*

Scale 5

21.28

18.58

.0001

No

Scale 6

12.60

14.61

.0033

No

Scale 7

17.97

23.29

.0000

No

Scale 8

21.98

29.81

.0000

No

Scale 9

21.14

27.26

.0000

Yes*

Scale 0

25.99

27.16

.2028

No

Other characteristics include more exhibitionistic, risk-taking behavior;
difficulties with sleep, concentration, or staying on task; difficulty in making
decisions; difficulty getting along with others; and, some experiences which are
perceived to be "strange" or "unusual." These subjects reported more impatience
and irritability with others than their peers (in the normative sample); have
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Table 31
MMPI-A Harris-Lingoes Subscales-Males
Scales

Normative
Sample

ADHDSample

E

Clinical
Elevation

D1
D2
D3
D4
D5
Hyl
Hy2
Hy3
Hy4
Hy5
Pdl
Pd2
Pd3
Pd4
Pd5
Pal
Pa2
Pa3
Scl
Sc2
Sc3
Sc4
Sc5
Sc6
Mai
Ma2
Ma3
Ma4
Sil
Si2
Si3

8.58
4.80
3.26
3.62
2.78
3.13
5.04
4.00
4.02
2.86
3.41
3.37
3.33
4.83
4.29
4.10
3.22
3.93
6.17
2.29
2.94
4.10
3.47
5.01
2.71
6.52
3.16
4.45
6.21
2.52
7.58

10.55
3.65
3.65
5.29
3.55
2.94
3.74
5.52
4.81
2.71
4.81
4.61
2.94
6.65
6.42
7.00
3.90
2.16
8.39
3.35
4.74
6.23
4.90
7.06
4.23
8.00
3.48
6.13
5.81
2.29
10.03

.0050
.0007
.0750
.0001
.0180
.2703
.0010
.0004
.0622
.2646
.0000
.0000
.0822
.0000
.0000
.0000
.0098
.0000
.0001
.0005
.0000
.0000
.0001
.0003
.0000
.0001
.1284
.0000
.2357
.2644
.0000

No
No
No
No
No
No
No
No
No
No
No
No
No
Yes*
No
No
No
No
No
No
No
No
Yes*
No
No
No
No
No
No
No
No
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Table 32
MMPI-A Content Scales-Males
Scales

Nonnative
Sample

ADHDSample

2

Clinical
Elevation

A-anx

7.84

10.00

.0016

No

A-obs

6.91

8.52

.0035

No

A-dep

7.59

10.61

.0001

No

A-hea

7.88

9.71

.0275

No

A-ain

5.95

8.68

.0000

No

A-biz

4.00

5.77

.0008

No

A-ang

7.94

10.68

.0000

No

A-cyn

12.36

16.48

.0000

No

A-con

9.62

14.74

.0000

Yes*

A-lse

5.00

6.81

.0000

No

A-las

5.85

7.65

.0001

No

A-sod

8.33

8.29

.4798

No

A-fam

11.37

16.10

.0000

No

A-sch

6.32

10.19

.0000

Yes*

A-trt

9.11

11.65

.0004

No

MAC

21.07

27.35

.0000

Yes*

ACK

3.90

6.00

.0000

No

PRO

16.55

21.32

.0000

Yes*

IMM

13.47

19.68

.0000

No

A

14.59

18.29

.0020

No

R

13.41

11.03

.0012

No
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feelings of self-esteem that are lower than these peers; and have generally lower
expectations of themselves. Other personality characteristics include more family
difficulties; greater distrust of helping professionals, and less willingness to
assume personal responsibility than the non-ADHD adolescents in the normative
sample. Furthermore, the results suggest that ADHD-diagnosed subjects have
lower self-esteem, are more open and candid about their problems, and exhibit
more masculine traits overall than youth in the normative sample.

Comparison of Male and Female Subjects’ Statistically Significant Results

Table 33 provides a comparison of the statistically significant subscales for
the gender-partitioned subsamples. As is evident, the male and female subjects
in this study have in common a statistically significant difference from the
normative sample’s scores on 17 of the subscales: Scale 4, Scale 6, D l, D3,
HY3, Pdl, Pd5, Sc2, Sc4, A-dep, A-hea, A-con, A-fam, A-sch, MAC, PRO, and
IMM.
Male subjects have, in addition, 37 other subscales where their scores
differ significantly from the normative sample, while female subjects have only
10 additional statistically significant subscale score differences from the normative
sample.
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Table 33
Comparison of Statistically Significant Subscale Scores of Study Subjects
MALES

FEMALES

Scale F
Scale K

Scale 1
Scale 2
Scale 3
Scale 4

Scale 4
Scale 5
Scale 6
Scale 7
Scale 8
Scale 9
D1
D2
D3
D4
HY2
HY3
Pdi
Pd4
Pd5
Pal
Pa2
Pa3
Sc2
Sc3
Sc4
Sc5
Sc6
Mai
Ma2
Ma4
Si3
A-anx
A-obs
A-dep
A-hea
A-ain
A-biz
A-ang
A-cyn
A-con
A-lse
A-fam
A-sch
A-trt
MAC
ACK
PRO
IMM
A
R

Scale 6

D1
D3
D5
HY1
HY3
HY4
Pdl
Pd5

Sc2
Sc4

A-DEP
A-HEA

A-CON
A-LAS
A-FAM
A-SCH
MAC
PRO

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

87
Conclusions About the Clinical Significance of the Results

This study was concerned with statistically significant differences between the
subscale scores of its subjects and the scores of the normative sample, and
alsoinvestigated subscale scores between the two samples which appeared to be
clinically significant.

The clinical significance o f the study subjects’ mean

subscale scores was determined by comparing the samples’ mean scores on each
subscale with the clinically "normal" range of these scores, as the term "normal"
is generally utilized in the interpretation of MMPI-A scores in the practice of
psychology.

In generally accepted practice, this clinically significant range is

defined as T-Scale scores falling at or above 65 for each subscale. The MMPI-A
standardized profile provides a visual representation of the relationship between
other subscale scores and T-Scale scores. This profile was used to facilitate the
decision about whether a specific subscale score falls within or outside the
clinically normal range, that is, whether the corresponding T-Scale score was
above 65. Only elevated scores are interpreted as having clinical significance.
For this study, the subscale scores of males and females were separately
evaluated for clinical significance.

Clinically Significant Differences in the Female Subsample’s
MMPI-A Subscale Scores

In females, Scale 3 and Scale 4, as well as Harris-Lingoes scales D4, Hy3,
Pd2, and Content Scales A-sch, MAC-R, and PRO were moderately elevated from
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a clinical perspective. These findings provide some evidence upon which to base
the acceptance of the hypothesis regarding significant clinical differences between
the MMPI-A scores o f female adolescents diagnosed with ADHD and the
normative sample.
In the MMPI-A normalization sample, 3.6% of adolescent females
produced scale elevations of Scale 3 and Scale 4.

These scales are typically

associated with youth who display problems in impulse control with a history of
school truancy and running away from home.

In addition, the characteristics

associated with clinical elevations in these scales include fatigue, loss of appetite,
and headaches.

Moreover, these individuals do not perceive themselves as

emotionally distressed, although mental health professionals may diagnose them
as emotionally distressed. This scale profile is also associated with problems in
impulse control and with histories of both antisocial behavior and/or suicidal
attempts (Archer, 1992).

It is common for these female adolescents to be

considered "roughnecks" in school and to have significant problems relating to
their parents.
Female subjects in this study had results indicative of difficulties with
memory, concentration and judgement, as well as feelings of inferiority and poor
self-concept. Feelings of sadness and unhappiness, as well as sleep disturbances
were noted along with conflicts within their families and difficulties with authority
figures.
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The pattern of subscale scores for female subjects were indicative of an
elevated number of difficulties in the academic arena, with a heightened possibility
of learning disabilities and/or developmental delays. Finally, above average levels
of existing alcohol and other drug abuse was suggested, as well as an increased
propensity or proneness to future alcohol and other drug abuse in the future when
compared with these tendencies in the normative sample.

Clinically Significant Differences in the Male Subsample’s
MMPI-A Subscale Scores

In the male study subsample, Scale 4 and Scale 9, as well as HarrisLingoes scales Pal and M ai, and Content Scales A-con, A-sch, MAC-R, and
PRO showed moderate clinical elevation. These findings provide some evidence
upon which to base the acceptance of the hypothesis regarding significant clinical
differences between the MMPI-A scores of male adolescents diagnosed with
ADHD and the normative sample.
In the MMPI-A normalization sample, 10.1 % of adolescent males produced
the code subtype of Scale 4 and Scale 9 clinically elevated.

This subtype is

associated in the normative sample with youth who have difficulties with acting
out and impulsivity.

These youth are seen as attention-seekers with a low

frustration tolerance who are easily bored.
According to Marks et al. (1974), these youth display the personality
characteristics of impatience, impulsiveness, pleasure-seeking, and restlessness
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with emotional and behavioral undercontrol.

Youth with these personality

characteristics are typically referred for psychological services as a result of
disobedience, provocative acting out, and truancy of school.
Other personality characteristics associated with the subscale pattern of the
study sample include amorality, including asocial attitudes, beliefs, and behaviors
corresponding to Barkley’s (1992) description of rule-governed behavior.
Additionally, the pattern is associated with feelings of being singled-out and/or
picked on by others. Male subjects validated items which are suggestive o f poor
impulse control, attitudes and beliefs that may conflict with societal norms, and
behavioral difficulties which may get them into trouble. Results from this study
suggested this subsample of ADHD adolescent males are young men who may
have poor school performance and negative attitudes toward academic activities.
In addition, the scores highlight the heightened likelihood of learning disabilities
or developmental delays. Finally the results validated items indicative of existing
or potential substance abuse, including alcohol and other drugs in the ADHD male
subsample.

Comparison of Male and Female Subjects’ Clinically Significant Results

Table 34 provides a comparison of the subscales of the MMPI-A on which
the subjects of this study achieved scores in the moderately clinically elevated
range. All of the scale scores which were clinically significant were statistically
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Table 34
Comparison of Elevated Clinical Scores for Study Subjects
MALES
Scale 4
Scale 9
Pal
Mai
A-con
A-sch
MAC-R
PRO

FEMALES
Scale 3
Scale 4
D4
Hy3
Pd2
A-con
A-sch
MAC-R
PRO

significant as well. As is evident, moderate elevations on four subscales (Scale
4, A-sch, MAC-R, and PRO) were found in both genders. Moreover, female
subjects evidenced moderate clinical elevations in nine mean subscale scores,
while male subjects showed moderate clinical elevation in eight subscales. This
finding contrasts to the gender-related pattern of statistical significance, where the
number of statistically significant differences between male subjects and the male
normative sample (n=51) greatly exceeded the number of statistically significant
differences between female subjects and the normative female subsample (n=27).
The reason for these somewhat contradictory findings is unclear, but may
reflect some limitations in the study introduced by the relatively small female
subsample.
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It has also been suggested by Barkley (1992) and Robin and Schubiner
(1995) that the socialization pattern of females differs from that of males and this
may, in part, account for the differences in the ratio of male and female
incidences of the ADHD diagnosis which is thought to be 3:1 respectively. This
phenomenon may also account for the patterns o f responses to the MMPI-A where
70% of male and 40% of female subjects’ scale elevations were statistically
significant.

Female

ADHD

profiles

demonstrated

more

somatization

characteristics than did their male ADHD counterparts.

Limitations of the Study

The ADHD diagnosis represents an area widely researched and somewhat
controversial. It was the intention of this research to provide the most rigorous
standards in attaining subjects matching this diagnosis, and further to obtain the
best possible sample of ADHD subjects.

Research indicates that the ADHD

diagnosis occurs concurrently with Oppositional Defiant Disorder, Conduct
Disorder, and Depression. The percentage of concurrent diagnosis in this study
resembles closely the data presented in the research literature. As in all fieldbased research, there was a limitation in regards to the subjects who were
available and who volunteered for this study.
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This study is also limited by the question of the degree of generalization
extendable to populations outside of the geographic area from which the sampled
ADHD adolescents were drawn.
It is further limited by the use o f clinician diagnosis, employing a variety
of diagnostic criteria as established by the DSM-IV for the ADHD diagnosis.
While this limitation was minimized by the use of teacher- and parent-rating
reports, as well as standardized testing and additional inclusion and exclusion
criteria, such limits are present in all diagnoses of ADHD.
This research, however, has an inherent limitation in terms of its ability to
validly and reliably identify ADHD in adolescents solely on the basis of these
scores. This limitation is that all of the subjects studied were ADHD-diagnosed
youth. While this work has shown that ADHD youth strongly exhibit this pattern
of atypical subscale responses, it cannot be determined from these results whether
they are the only subset of the adolescent population who exhibit this pattern, nor
can it be estimated how commonly this same pattern of responses occurs among
other youthful subpopulations.

Implications for Future Research

As the discussion earlier in Chapter V has suggested, the ADHD subjects
of this research provided MMPI responses which were statistically different from
the MMPI-A normative sample for many of the subscales.

Females produced
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moderate elevations in scales 3, 4, D4, Hy3, Pd2, A-sch, MAC and PRO. The
results of this study suggest that females with ADHD are likely to present
problems with impulse control, immaturity, presentation of somatic symptoms,
difficulties with memory, concentration, and judgement.
Males produced moderate elevations in scales 4, 9, P al, M ai, A-con, Asch, MAC and PRO. One plausible interpretation of the results is that these eight
subscales reflect the personality characteristics which are most likely to
differentiate ADHD-diagnosed male adolescents from their non-ADHD male
diagnosed peers. The males’ personality characteristics include symptoms related
to impatience, impulsiveness, and restlessness as well as a asocial attitudes,
beliefs, and behaviors.
Both male and female subjects validated items suggesting substance abuse
problems and the potential for development of such difficulties.
The result of this study suggests that, at a minimum, ADHD-diagnosed
adolescents differ from their non-ADHD diagnosed peers by having more of the
personality characteristics associated with elevated scores in these scales. The
results also strongly suggest that the differences may reach well beyond these
subsets of personality characteristics, however. Both male and female subsamples
show relatively large numbers of scales where these subjects’ mean scores differed
significantly from the mean; moreover, for both males and females.
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It is worth noting that for both male and female subjects, but particularly
for males, there is considerable divergence between their scores and the scores of
the MMPI-A normative sample for a large percentage of these scales.

For

example, almost 80% of all the subscale scores for the ADHD male subjects in
this study were statistically different from the normative sample. For the female
ADHD subjects in the study, more than 40% of the subscales were statistically
different from the normative sample. While no clear reason for the magnitude of
these statistical differences is evident from the results of this study, these findings
support the need for further research into the distinct personality characteristics
of ADHD-diagnosed youth.
This research provides an opportunity for further study with a larger
population of both male and female subjects to determine if the results can be
replicated.
Minorities were an under-represented group in this study and it may prove
worthwhile to focus on a group of minority subjects to determine differences, if
any, between the minority groups and this study.
Another area of research which may prove to be of interest is that
concerning the dual diagnosis of subjects presented in this study. An attempt was
made to make this study as representative of the ADHD population as is indicated
in the literature, in regards to concurrent diagnosis of Oppositional Defiant
Disorder, Conduct Disorder, and Depression. Further studies which incorporate
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one o r more concurrent diagnoses may prove beneficial in distinguishing
differences on the MMPI-A between the diagnosis when it occurs with ADHD.
This research also provides the basis to develop a specific scale which can
be used in the diagnosis of ADHD.
A comparison between ADHD populations of predominantly hyperactive,
predominantly mixed, and predominantly inattentive type may be beneficial to
determine if differences in the MMPI-A profile codings exist.
Research with adult populations using the MMPI-2, comparing the results
with this study, may help determine the course of this disorder as it moves from
adolescence to adulthood as measured by the MMPI.
With respect to the specific profile codings of the MMPI-A which would
be of use in the diagnosis of ADHD youth, this research suggests that differences
do exist in the eight scales presented by both male and female subjects. Four
scales; Scale 4, A-sch, MAC-R, and PRO were the same for both genders. In
males, the additional scales 9, Pal, M ai, A-con and in females scales 3, D4,
Hy3, and Pd2 may be a useful point from which to begin constructing such a
definitive profile.
The study supports the proposition that further exploration of the utility of
the MMPI-A in diagnosing and understanding the personality characteristics of
adolescents with attention deficit hyperactivity disorder is warranted.
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diagnostic tool in a clinic referred sample of attention deficit disordered adolescents" has been
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Nov. l l . 1995

Morris, CECP
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CONSENT FORM

^

Western Michigan University
Departaent of Counselor Education and Counseling Psychology
Title of Study: The MMPI-A as a diagnostic tool in a clinic
referred sample of attention deficit disordered
adolescents.
Principal Investigator:

Joseph R. Morris, Ph.D., Doctoral
Committee Chair

Student Investigator:

Harry J. Marshall, M.A.

I understand that my child has been invited to
participate in a research project entitled "The MMPI-A as a
diagnostic tool in a clinic referred sample of attention
deficit disordered adolescents." The purpose of the study is
to determine whether the Minnesota Multiphasic Personality
Inventory-for Adolescents (MMPI-A), can be used as an effective
tool in the diagnosis of Attention Deficit Hyperactivity Disorder (ADHD).
I understand that I vill be asked to complete a parent
questionnaire and that my child vill be asked to
complete the MMPI-A. My child vill be permitted to take
the test at a convenient time arranged by Mr. Marshall and
myself. The test vill take approximately one hour to
complete.Youngsters are free at any time— even during test
administration— to withdraw from the study, and this refusal
or withdrawal vill in no way affect the services and
treatments they are receiving from their clinicians. Results
of this project have the potential to provide significant
information regarding the treatment and diagnosis of ADHD
adolescents. Information from this test will be shared with
your child's clinician, which may provide additional
information and more beneficial treatment.
I also understand that you are seeking my permission to
have my youngsters evaluation information e.g. parent/teacher
rating scores, diagnosis, and school information such as
G.P.A. and special education involvement, to be released by
the referring clinician. I also understand that all test
data and information vill remain confidential. This means
that my youngster's name will be omitted from all test forms
and a code number vill be attached. A separate list of all
the youngster's names and corresponding codes will be kept
in a locked file, the information will be kept for 3 years,
after which time it vill be destroyed. No names will be used
if the results are published or reported at a professional
meeting.
I understand that the only risks anticipated are minor
discomforts typically experienced by youngsters when they
are being tested (e.g. boredom, mild stress owing to the
testing situation). I understand that all the usual methods
employed during standardized testing to minimize discomforts
will be employed in this study. As in all research, there
may be unforeseen risks to my youngster. If an accidental
injury occurs, appropriate emergency measures will be taken;
however, no compensation or treatment will be made available
to me except as otherwise specified in this consent form.
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I understand that I may also withdraw my child from this
study at any time vithout any consequences, and that
withdrawal will in no way affect the services and treatment
that my child is receiving. If I have any questions or concerns
about this study, I may contact either Harry J. Marshall at
372-2860, or Dr. Joseph R. Morris at 387-5112. I may also
contact the Chair of Human Subjects Institutional Review Board
387-8293, or the Vice President for Research at 387-8298, with
any concerns that I have.
My signature below indicates that I give my permission
for my child _________________________ to participate in the
study and for my child's clinician to release the
information requested.

Parent/Guardian
Witness

Date
Date
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Western Michigan University
Department of Counselor Education and Counseling Psychology
Title of Study: The MMPI-A as a diagnostic tool in a clinic
referred sample of attention deficit disordered
adolescents.
Principal Investigator:

Joseph R. Morris, Ph.D., Doctoral
Committee Chair

Student Investigator:

Harry J. Marshall, M.A.

I understand that I have been invited to participate
in a research project entitled "The MMPI-A as a diagnostic
tool in a clinic referred sample of attention deficit
disordered adolescents." The purpose of the study is to
determine whether the Minnesota Multiphasic Personality
Inventory-for Adolescents (MMPI-A), can be used as an effective
tool in the diagnosis of Attention Deficit Hyperactivity
Disorder (ADHD).
I understand that ay parent will be asked to complete a
questionnaire and that I will be asked to complete the
MMPI-A. I will be permitted to take the test at a
convenient time arranged by Mr. Marshall and myself. The
test will take approximately one hour to complete.
I understand that I am free at any tine— even during test
administration— to withdraw from the rtudy, and this refusal
or withdrawal will in no way affect the services and
treatments that I am receiving from my clinician. Results of
this project have the potential to provide significant
r
information regarding the treatment and diagnosis of ADHD
adolescents. Information from this test will be shared with
my therapist, which may provide additional information and
more beneficial treatment.
I also understand that you are seeking my permission to
have my evaluation information e.g. parent/teacher
rating scores, diagnosis, and school information such as
G.P.A. and special education involvement, to be released by
the referring clinician. I also understand that all test
data and information will remain confidential. This means
that my name will be omitted from all test forms
and a code number will be attached. A separate list of all
the names and corresponding codes will be kept
in a locked file, the information will be kept for 3 years,
after which time it will be destroyed. No names will be used
if the results are published or reported at a professional meeting.
I understand that the only riskc anticipated are minor
discomforts typically experienced by youngsters when they
are being tested (e.g. boredom, mild stress owing to the
testing situation). I understand that all the usual methods
employed during standardized testing to minimize discomforts
will be employed in this study. As in all research, there
may be unforeseen risks. If an accidental injury
occurs, appropriate emergency measures will be taken;
however, no compensation or treatment will be made available
to me except as otherwise specified ia this consent form.
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If I have any questions or concerns about this study,
I may contact either Harry J. Marshall at 372-2860, or Dr.
Joseph R. Morris at 387-5112. I may also contact the Chair of
Human Subjects Institutional Review Board at 387-8293 or the
Vice President for Research at 387-8298 with any concerns that
I have.
My signature below indicates that I give my permission
to participate in the study and for my clinician to release the
information requested.

Participant
Witness

Date
Date
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INFORMATION FACE SHEET
PARENTS DEMOGRAPHIC DATA:
Mothers Age ______

Occupation _______________________________

Fathers Age ______

Occupation ______________________________

Income Level 0-20,000 ___

20001-40000 ___ above 40000 ___

Marital Status; Married ___ Divorced____ Step-parent ___
Single parent household ___
STUDENT DEMOGRAPHIC DATA:
STUDENT DATE OF BIRTH:

GENDER: M

RACE:

F

CITY: ___________________

GRADE OF STUDENT:______ SCHOOL (optional) ___________________
G.P.A. __________

GRADES REPEATED ___________________________

PRIOR TREATMENT HISTORY: INDIVIDUAL ___
(if any)
JUVENILE COURT INVOLVEMENT: ___

GROUP

FAMILY__

SCHOOL BASED INTERVENTION: Special Education ____
EMI_____ _____
(if any)
Learning Disabled ___ Sec 504 Involvement ___ POHI____
CURRENT DIAGNOSIS: AXIS I: _________________________________
(if any)
AXIS II:_________________________________
Medication: _______________________________________________ __
(if any)
IF ADD: without hyperactivity
with hyperactivity
if without; was hyperactivity ever present
DEGREE OF SYMPTOMS:

mild

moderate

Y

N
severe

IF ADD: DATE OF INITIAL DIAGNOSIS: ___________________________
WAS A RATING SCALE USED: Y

N

WHICH ONE:___________________

WAS TEACHER + PARENT RATING AT LEAST 1.5 Standard Deviations
above the mean for that rating scale:
Y
N
DURATION OF AT LEAST SIX MONTHS:

Y

N

HOW WAS ONSET BEFORE AGE SEVEN DETERMINED?
Review of past educational records;
Parent report?

Consultation vith school?

Student report?

DTrasr ATTACH COPY OF MMPI-A PROFILE + ANSWER SHEET:
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DSM-IV CRITERIA
CIRCLE ALL THAT ARE APPLICABLE
INATTENTION:
e. Often has difficulty
a. Often fails to give close
organizing tasks and
attention to details or makes
activities.
careless mistakes in schoolwork, vork, or other
f. Often avoids, dislikes
activities.
or is reluctant to engage
in tasks that require sus
b. Often has difficulty sustain
tained mental effort (such
ing attention in tasks or
as schoolvork, or home
play activities.
work) .
c. Often does not seem to
g. Often loses things nec
listen vhen spoken to
essary for tasks or act
directly.
ivities (e.g. toys, school
vork or homework).
d. Often does not follov
through on instructions
h. Is often easily distracted
and fails to finish schoolby extraneous stimuli.
work , chores, or duties in
the workplace (not due to
i. Is often forgetful in
oppositional behavior or
daily activities.
failure to understand
instructions).
HYPERACTIVITY:
a. Often fidgets with hands
or feet or squirms
in seat.
b. Often leaves seat in class
room or in other situations
in which remaining seated
is expected.
c. Often runs about or climbs
excessively in situations
in which it is inappropriate
(in adolescents or adults
may be limited to subjective
feelings of restlessness).

d. Often has difficulty
playing or engaging
in leisure activities
quietly.
e. Is often "on the go" or
often acts as if "driven
by a motor•*
f. Often talks excessively.

IMPULSIVENESS:
g. Often blurts out answers
before questions have been
completed.

i. Often interrupts or intrudes
on others (e.g. butts into
conversations or games).

h. Often has difficulty awaiting
turn.
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